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Foreword

rehabilitating those with incurable visual

impairments, has always been the global
mission of Helen Keller Worldwide (HKW). The
growth and development of this organization
has recently led to changes in our corporate
structure, reflecting our increased technical
capacity to combat not only avoidable
blindness, but also health and nutritional
problems that affect the populations we serve.
Helen Keller International (HKI) is now the
program division of HKW, with three regional
offices around the world, including the Asia-
Pacific Regional Office.

Preventing and treating blindness, and

In the Asia-Pacific region, we have given
particular emphasis to nutrition activities,
starting in the 1970s with vitamin A deficiency
(VAD) prevalence surveys that led to
tremendous achievement in controlling the
prevalence of severe VAD — a leading cause of
blindness among children here. This ground-
breaking research led to the discovery that
vitamin A interventions reduce child mortality
by approximately 23 percent.

In the late 1980s, HKI established the Nutrition
Surveillance Project (NSP) in Bangladesh to
provide information on the impact and
recovery of severe flooding. Today, the NSP is
nationally representative and has been the
leading source of information on food and
nutrition for more than 10 years.

Building on the NSP, the Nutrition and Health
Surveillance System (NSS) was established in
Indonesia in 1995 to evaluate a social
marketing program in Central Java promoting
increased consumption of vitamin A-rich
foods. When Indonesia was hit by a severe
economic crisis in 1997, the NSS was
immediately re-established and expanded to
monitor the impact of the crisis on nutrition
and health.

As with all of HKI’s activities, our host
governments are important partners in the
work we do. The NSS represents a collaborative
effort between HKI and the Government of
Indonesia (GOI) at central and provincial levels.
Today, the NSS operates in seven rural
provinces and poor areas of four major cities,
covering over half the country’s population,
monitoring the nutritional situation and
programs implemented to address the
nutritional problems during the crisis recovery
period.

While the NSP and the NSS are designed to
meet country-specific situations, their many
commonalities also permit important cross-
country comparisons, which can provide
valuable insight into international policies and
programs. In addition, based on its experience
with surveillance systems, HKI has also
conducted national micronutrient surveys in
the Asia-Pacific region (Bangladesh, Cambodia,
Nepal and Viet Nam). The findings of these
surveys have been used by the respective
governments and international organizations.
The NSS, in particular, has provided valuable
information to the GOI, the United Nations
Children’s Fund (UNICEF), the World Health
Organization (WHO), the United States Agency
for International Development (USAID), and
various other local and international
development agencies to guide program policy
and development.

Since the start of HKW’s involvement in
nutrition surveillance over a decade ago,
USAID has particularly stood out as a key
donor through its consistent support of the
work. This support has been integral to the
establishment and continuation of both the
NSP and the NSS.

Martin W. Bloem, M.D., Ph.D.
REGIONAL DIRECTOR, HKI AsIA-PACIFIC
COUNTRY DIRECTOR, HKI INDONESIA
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Introduction

The 1997 economic crisis caused an increase in
prices and a reduction in employment
opportunities in much of Southeast Asia,
including Indonesia. The resulting decrease in
household purchasing power among large
segments of the Indonesian population put
the population at risk of a rise in malnutrition
and poor health. The economic crisis, coupled
with the consequences of El Nifno and political
uncertainties, was the impetus for Helen Keller
International (HKI) and the Government of
Indonesia/Ministry of Health (GOI/MOH) to
restart the Nutrition and Health Surveillance
System (NSS) in Central Java and to expand the
surveillance system to other provinces to
monitor the impact of these events on health
and nutrition.

Key findings

Since its inception, the NSS has contributed to
a better understanding of the impact of the
economic crisis. The key findings are
summarized under four major themes below:

Increase in prevalence of micronutrient
deficiencies: The NSS highlighted an
increase in the prevalence of micronutrient
deficiencies, particularly anemia and night
blindness, after the start of the crisis (see
Ind Cris Bul Yr.1,Issues 2 and 3,and Yr. 2,
Issue 1). The observed increase in prevalence
of micronutrient malnutrition was
supported by the findings that the
consumption of highly nutritious foods,
such as eggs, meat and milk, decreased as a
result of the economic crisis (see Ind Cris
Bul Yr.1, Issues 2 and 3).The prevalence of
childhood anemia is extremely high and
there will be public health and economic
consequences if action is not taken to
combat childhood anemia in Indonesia.

Impact of the crisis was more serious among
poor households in urban areas: Prior to the
onset of the economic crisis there was little
information on the health and nutritional
status of the growing urban poor

“The HKI experience in Indonesia
indicates that releasing the
information regularly under the
title ‘Indonesia Crisis Bulletin’ and
in the form of press reports helps
to get the attention of the users in
the government agencies, aid
agencies, and other non-
governmental organizations.”

- recent review by the Asian
Development Bank on Nutritional
Surveillance Systems for Crisis
Management in Asia

population in Indonesia. HKI had the
foresight to expand the NSS to poor areas
in four major cities in the immediate
aftermath of the economic crisis. Although
the effects of the crisis were initially
observed in both rural and urban poor
areas, the effects on the urban poor were
more severe. Comparison of patterns of
stunting and anemia by level of
urbanization in the four cities suggested
that the impact of the economic crisis was
most serious for the urban poor (see Ind
Cris Bul Yr.1,Issues 6,7 and 8; and Yr. 2, Issue
1). Supported by a better understanding of
the limited coping mechanisms of the
urban poor, these findings stimulated the
GOl and donors to expand and intensify
programs in these areas, such as the
vitamin A capsule program and food
assistance (see Ind Cris Bul Yr.1, Issue 8).

Which indicator is most responsive to the
crisis: The NSS was designed to include
multiple indicators of malnutrition,
including micronutrient deficiencies and
PEM of women and children. Identifying the
best indicator to monitor a situation
requires technical knowledge, as well as an
understanding of how a particular event,
the economic crisis in this instance, might
impact on households and individuals. If
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the NSS had only included the traditional
indicators (such as underweight among
children), the negative impact of the
economic crisis on nutrition and health in
Indonesia might have been missed (see Ind
Cris Bul Yr. 2, Issues 3 and 4). Based in part
on this experience, the United Nations
Administrative Committee on Coordination,
Sub-Committee on Nutrition (ACC/SCN)
reports that “Indicators of diet diversity and
micronutrient status should be considered
leading or early indicators for monitoring
the impact of crises on nutritional status.”

Evidence of slight recovery: The routine data
collection of the NSS provides the
opportunity to monitor trends in
malnutrition and the underlying causes
over time. Analysis of the data from the
urban poor areas in 1999-2000, the time
period during which the crisis impact was
more severe, shows that the prevalence of
anemia and maternal malnutrition appears
to be improving in these areas (see Ind Cris
Bul Yr. 2, Issues 3 and 4). These findings,
supported by other signs of economic
improvement, suggest that there has been
a slight recovery to the crisis.

Achievements of the NSS

One of the main achievements of the NSS is
the timely provision of information in the form
of the ‘Indonesia Crisis Bulletin,’ which was
designed to communicate key messages to
policy makers and program managers. As
stated in a recent review by the Asian
Development Bank on Nutritional Surveillance
Systems for Crisis Management in Asia: “The
HKI experience in Indonesia indicates that
releasing the information regularly under the
title ‘Indonesia Crisis Bulletin’and in the form
of press reports helps to get the attention of
the users in the government agencies, aid
agencies, and other non-governmental
organizations.”

The latest Bulletins, collated in this report,
provide information on health and nutrition in
each of the NSS working areas (Ind Cris Bul

“Indicators of diet diversity and
micronutrient status should be
considered leading or early
indicators for monitoring the
impact of crises on nutritional
status.”

— United Nations Administrative

Committee on Coordination, Sub-
Committee on Nutrition (ACC/SCN)

Yr. 2,Issues 6-17). This information has been
prepared to facilitate the involvement of
provincial institutions in monitoring the
health and nutritional status of their
populations.

Over the past year, the NSS has been
established in seven rural provinces and four
urban poor areas, in partnership with the
GOI/MOH and local research institutions, and
represents approximately 70% of the
population of Indonesia (see Ind Cris Bul Yr. 2,
Issue 2). Data is collected quarterly from more
than 40,000 households and the NSS currently
employs more than 400 people. The NSS is
recognized for its high quality of data and
complements other information systems of
the GOI. As a result, the NSS can be used as a
framework to monitor crisis-related programs
and other activities such as the vitamin A
capsule distribution program. It can play a
valuable role in monitoring the GOI’s efforts to
decentralize government operations. The NSS
is also a useful source of information for
reporting on the progress in reaching the
World Summit Goals for Children and other
international goals.

In addition to these achievements, the NSS has
been developed as a network of partnerships
that span provincial, national and
international levels. The NSS is an excellent
basis to link food policy, health, agriculture,
and economic development sectors. Good
nutrition is an important input to overall
economic and social development; it is
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simultaneously an outcome of the
development process. The multi-sectoral
design/approach of the NSS and these
partnerships are the basis for monitoring the
efforts in Indonesia to reduce poverty and is a
good example of how nutrition surveillance
systems might be developed in other
countries.

In summary, the NSS has proven to be a useful
tool to monitor the impact of the crisis and to
communicate key information to the GOI,
donors and other organizations. The following
report is a collation of the Indonesia Crisis
Bulletins that have been generated over the
past two years from the NSS and that were
distributed to a wide national and
international audience.

Financial support for the NSS

Since the re-establishment of the NSS after
the start of the economic crisis, funding for the
project has been obtained from a number of
sources, without whose support = both in
terms of finance and advocacy of the
surveillance system — the work could not have
been accomplished.

Of these donors, USAID has stood out in its
constant support of HKI’s work in nutrition
surveillance since it first began in Bangladesh
in 1989.

On the right is a list of these donors, presented
alphabetically, and detailing the period of their
funding support for the NSS.
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Indonesia Crisis Bulletin Year 1 Issue 1 (Sept 1998)
Summary of preliminary data analyses and recommendations

The first Indonesia Crisis Bulletin was part of the special report "Nutrition and Health-related Issues
resulting from Indonesia’s Crisis: Summary and Recommendations" produced by HKI in October 1998;
subsequent Bulletins were produced in its present format

Facts

GENERAL

o The Indonesian crisis is a combination of the effects of El Nino (drought) and the
economic crisis. The effects of each component of the crisis are different in each
region in Indonesia.

e Political stability in the process to the new elections are greatly determined by the
food insecurity levels of the population in Java, specifically in Jakarta and
Surabaya.

FOOD INTAKE

.South Kalimantan (urban; Nov/Dec 1996-March 1998)’
e There was a decrease in the consumption of relatively expensive foods, such
as eggs and milk. '
e There was a decrease in the consumption of fortified noodles.
South Sulawesi (rural; Nov/Dec 1996-March 1998)'
e There was a decrease in the consumption of relatively expensive foods, such
as eggs and milk.
e There was a decrease in the consumption of fortified noodles.

Figure 1. Proportion of mothers and children who did not consume eggs because they were too expensive.
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Figure 2. Proportion of mothers and children who did not drink milk because it was too expensive.
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East Java (Surabaya and Madura; School Year 1996/1997, School Year 1997/1998,
School Year 1998/1999)°
e There was a decrease in the consumption of relatively expensive foods, such
as eggs and milk.
Central Java (4 ecological zones: North-central, Northeast, South-central, Southeast;
June/July 1996 — June/July 1998)>
e There was a decrease in the consumption of relatively expensive foods, such
as eggs and milk.
¢ More analyses will be carried out at a later stage.

Note: animal products are rich in micronutrients (vitamin A, iron, zinc, etc). Lack of
micronutrients are associated with increased risk of morbidity and mortality among
pregnant women and children.

NUTRITIONAL STATUS

South Kalimantan (urban; Nov/dec 1996-March 1998)"

e The nutritional status of women and children has not yet shown deterioration.
South Sulawesi (rural; Nov/Dec 1996-March 1998)'

e The nutritional status of women and children has not yet shown deterioration.
East Java (Surabaya and Madura; School Year 1996/1997, School Year 1997/1998,
School Year 1998/1999)°

e Weight gain of adolescents was lower in 1997/1998 compared to School Year

1996/1997.
Central Java (4 ecological zones: North-central, Northeast, South-central, Southeast;
Jun/July 1996 — June/July 1998)°
e Increase of wasting among children aged 0-35 months in North-central and
Northeast Central Java.

? GIRLS: GOI/HKI/OMNI/USAID
3 Central Java Project: GOI/HKI/UNDIP/UNICEF/MI/USAID
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Figure 3. The impact of the crisis on wasting among children aged 0-35 months
by ecological zone in Central Java

20
18
16
14
12
10 OlJun '968
I MJun '98
8
5
4
2
0
Central North North East Central South South East
e There was no increase of wasting among children aged 0-35 months in
Southeast and South-central Central Java.
e The increase in the prevalence of wasting was more pronounced among the
female children.
Figure 4. Possible gender discrimination in those ecological zones with the largest change
in rates of wasting among children aged 0-35 months as a result of the crisis.
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e There was an increase in wasting (BMI<18.5; MUAC<22.5) among women
of reproductive age in North-central and South-central South; No data was
available from the Northeast zone; No differences were found in Southeast
Central Java.



Figure 5. The impact of the crisis on maternal malnutrition (BMI<18.5 ) in three ecological
zones of Central Java
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Central Java (4 ecological zones: North-central, Northeast, South-central, Southeast;
June/July 1997 — from June/July 1998)*
e There is an increase of childhood diarrhea in three ecological zones analyzed

Figure 6. The impact of the crisis on the prevalence of diarrhea among children aged 0-35 months ;
in three ecological zones in Central Java.
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e There is an increase of maternal diarrhea in three ecological zones analyzed

* Central Java Project: GOI/HKI/UNDIP/UNICEF/MI/USAID



Figure 7. The impact of the crisis on maternal diarrhea among women aged 15-45 years in
three ecological zones in Central Java
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MICRONUTRIENT STATUS (HIDDEN HUNGER)

South Kalimantan (urban; Nov/dec 1996-March 1998)°

e Although, there was no change in total vitamin A intake among women of
reproductive age, there was a decrease in the vitamin A intake from animal
sources. But this was compensated with an increase of vitamin A intake from
plant sources.

o There was a significant increase in total vitamin A intake among children aged
6-35 months, which was due to an increase of both vitamin A intake from
animal (significant) as well as plant sources gsigniﬁcant).(’

South Sulawesi (rural; Nov/Dec 1996-March 1998)

e There was a significant decrease of vitamin A intake from plant sources and a
non-statistically significant decrease in total vitamin A intake among women
of reproductive age.

East Java (Surabaya and Madura; School Year 1996/1997, School Year 1997/1998,
School Year 1998/1999)’

e There was a decrease of anemia among the first grades of the SMPs due to a
successful vitamin A and iron intervention.

Central Java (4 ecological zones: North-central, Northeast, South-central, Southeast;
Dec 1995/March 1997 — from June/July 1998)8

e There is an increase of anemia among women of reproductive age in North-
central and South-central; no data was available from Northeast; no
differences were found in South-East Central Java.

* Localvita: GOVHKI/OMNI/USAID

% Note: South Kalimantan and South Sulawesi were both areas where a social marketing campaign was carried out
to promote the intake of both animal and plant sources of vitamin A. It seems that caring practices had improved d
that period

7 GIRLS: GO/HKI/OMNI/USAID

¥ Central Java Project: GOI/HKI/USAID/UNDIP/UNICEF/MI/USAID



40

35

30

25

20

15

Proportion (%)

10

40

Proportion (%)

10

Note: vitamin A intake from animal sources is also a good proxy for intake of iron, zinc

Figure 8. The impact of the crisis on the prevalence of maternal anemia (<120 g/L) from three
ecological zones of Central Java
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There is an increase of childhood anemia in three ecological zones.

Figure 9. The impact of the crisis on the prevalence of childhood anemia (<110 g/L) in three !
ecological zones of Central Java
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The coverage of vitamin A capsules is low among children aged 6-23 months
(6-11 months: 10%; 12-23 months: 60%), which may increase childhood
mortality; the coverage of VAC among children aged 24-35 months is
adequate (90%)

There was an increase of both maternal nightblindness and childhood
blindness in Central Java.

and other micronutrients.
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Figure 10. The prevalence of childhood night blindness before and after the beginning of the crisis in three
ecological zones of Central Java.
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e There was an increase in childhood night blindness in Central Java

(0% in Central North and Central South in 1996).

Figure 11. The prevalence of maternal night blindness before and after the beginning of the
Indonesia crisis.

Jun '96

W Jun '98

—

Central North Central South South East Total
Prevalence

e There was an increase in maternal night blindness in Central Java

(0% in Central North in 1996).




TABLE 1. THE IMPACT OF THE CRISIS ON NUTRITIONAL AND HEALTH STATUS OF
SEVERAL TARGET POPULATIONS.

South South East Java North- Northeast Southeast South-
Kalimantan  Sulawesi (Surabaya +  central Central Java Central Java central
Madura) Central Java Central Java
Food intake
Maternal Needs
egg intake v \ na A\ analysis v v
Child
cgg intake v v v v v v v
Maternal Needs
milk intake v v n-a. v analysis v v
Child
milk intake v v v v v v v
Nutritional Status
Maternal Needs
wasting - — n.a A analysis — A
Child
wasting s s na A A i -
Child _ _ na . A . _
underweight -
Adolescent
wasting na. na. A na, na. n.a, na.

Micronutrient Deficiencies

Zgrgnri:lzﬁ _ v na Needs Needs Needs Needs
intake analysis analysis analysis analysis
Child
Needs Needs Needs Needs

vitamin A A A n.a. . . X .
intake analysis analysis analysis analysis
Vitamin A Needs Needs Needs Needs Needs Needs Needs
status analysis analysis analysis analysis analysis analysis analysis
Maternal Needs
anemia n-a. A analysis — A
Child
anemia - —_ n.a. A A A A
Adolescent na na. ) na. na. n.a. na.
anemia
%a;;mal Needs Needs na A Needs v A
bl‘zgn dness analysis analysis - analysis
Child

; Needs Needs Needs
Z;‘?:;ness analysis analysis n.a. A analysis - A
Health
Maternal Needs Needs Needs
diarrhea Analysis analysis n.a A analysis A A
Child Needs Needs Needs
diarrhea analysis analysis na A analysis A A
V= decrease; A= increase; — = No change, n.a. = not available

*) due to intervention with vitamin A and iron supplements

Recommendations
GENERAL

e There is a great need for inter-agency cooperation in urban areas to develop and
implement innovative approaches toward tackling:
> food insecurity
> lack of reliable information

e The actual number of people affected, rather than the percentage, should be the
basis for food aid

o There is a need for more emphasis on micronutrient deficiencies since deficiencies
of these nutrients may have major impacts on maternal and childhood mortality



Monitoring of a possible trend toward gender discrimination is necessary
There is a need for shorter term planning and rapid response programs to
complement longer term, sustainable projects

MONITORING AND SURVEILLANCE

Anemia and nightblindness * '® are the best indicators to monitor the impact of the
crisis; these indicators are not collected by the existing government surveillance
systems

Food intake and food expenditure are the best intermediate indicators; these
indicators are not monitored by the existing government surveillance systems
Maternal and childhood wasting is the best anthropometric indicator; these
indicators are not measured by the existing government surveillance systems
Underweight is a good measure of longer-term impact of the crisis; this indicator
is measured by the existing government surveillance systems

The existing surveillance systems in Indonesia are internal, service-based and
process-oriented; since the World Bank and other donors have recognized the
tremendous leakage of project funds, there seems to be room for external
monitoring of the newly designed safety net programs

INTERVENTIONS

As there has been a decrease in the consumption of foods of animal origin, it can
be expected that there will be an even higher prevalence of micronutrient
deficiencies among the already-deficient women and children:

1. There is a need for multi-micronutrient supplementation projects targeting
pregnant and lactating women in those areas with the highest rates of maternal
mortality

2. There is a need for micronutrient supplementation for female factory workers
in the urban areas

3. There is a need for improving vitamin A capsule coverage to children aged 6-
23 months of age nationwide (WHO/UNICEF recommends vitamin A
capsules to all children aged 6-71 months, twice yearly)

There is a need for supplementary feeding (fortified food) for children aged 6-23

months both in urban and rural areas; there is a need for social marketing and

nutrition education to make the supplementary feeding program more effective
and safe

® Bloem MW, de Pee S, Darnton-Hill I. New issues in developing effective approaches for the

prevention and control of vitamin A deficiency. Food Nutr Bull 1998; 19:137-48

10 Christian P, West KP Jr, Khatry SK, Katz J, Shrestha SR, Pradhan EK, LeClerq SC, Pokhrel RP.
Night blindness of pregnancy in rural Nepal -- nutritional and health risks. Int J Epidemiol, Apr
1998; 27(2): 231-7






Year 1, Issue 2
October 1998

CRISIS BULLETIN

Re-emer gence of the threat of
vitamin A deficiency

Theeconomiccrisiswhich hasgripped
Indonesiasincemid-1997 isfast turning
intoacrisisof health and nutrition. The
ravaged economy now bar esthesinister —
and potentially tragic—consequencesof a
shar ply devaluated currency, high
inflation, massiveunemployment and the
resulting decreasein consumer spending
power.

One particular micronutrient deficiency —
vitamin A deficiency (VAD) —isbeginning
to re-emerge as athreat to public healthin
Indonesia. VAD can cause blindness and
damage theimmune system, resulting in
increased risk of illness and death.

Recent data collected in ajoint
collaborative effort by Helen Keller
International (HK1)-Indonesia, the
University of Diponegoro, and the
Indonesian Department of Health,
compared with similar data obtained prior to
the start of the crisis, hasrevealed a
dramatically reduced intake of

Figure 1.

Proportion of mothers who did not consume eggs
in the last week before and after the beginning of
the crisis by maternal education
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micronutrient-rich foods (e.g. eggs, meat and
milk) dueto theincreasein the prices of basic
commodities and reduced purchasing power
of the population (seefigure 1 and 2).

Thisdecreasein the dietary intake of vitamin
A has been correlated with an increase in the
prevalence of nightblindness among children
aged 0-35 months (seefigure 3) and an
increase in the prevalence of nightblindness
among women of reproductive age (see
figured).

What wasthevitamin A situationin
Indonesiabeforethecrisis?

Indonesia was one of the first developing
countries to identify that its high levels of
severevitamin A deficiency (VAD)
constituted a serious public health problem,
and to begin implementing programsto
eliminatethisproblem. Over thelast 30 years,
the country has come along way in reducing
thelevel of severe VAD and, prior to the
crisis, it was no longer considered a public
health problem, except in three provinces.

The success of the government program lay
initsimplementation of both short-term and
long-term strategies to reduce VAD. The
introduction of vitamin A capsule
supplementation to children aged oneto five
yearsreduced deficiency levelsdramatically,
within arelatively short period of time.
Vitamin A supplementation, according to a
1993 World Bank report, isthe most cost-
effective health intervention in the world.

Asalong-term measure against VAD, the

government has focused on food-based

strategiesaimed at improving vitamin A
(continued on page 2)
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What are micronutrients?

Theterm ‘micronutrients' refersto vitamins, traceele-
ments (such as iron) and essential fatty acids that are
integral to the proper functioning of the human body.
Micronutrient deficiencies rarely occur alone; a defi-
ciency of one micronutrient contributes to the defi-
ciency of another. Deficiencies of micronutrients are
also collectively known as ‘Hidden Hunger’ as this
form of malnutritionislargely invisible, by all appear-
ances.

Victims of micronutrient deficiencies need not neces-
sarily look malnourished. Yet, the consequences of
micronutrient deficiencies are dramatically far-reach-
ing and they constitute a problem that is widespread
throughout the world, having both major health and
€CONoMIC repercussions.

At the World Summit for Children heldin New York in
September 1990, palitical leadersfrom around theworld
endorsed the ‘Declaration on Children’ and targeted
the year 2000 for the virtual elimination of the major
micronutrient deficiencies. Thisgoal was unanimously
confirmed by 159 countries (including Indonesia) at
theInternational Conference on Nutrition heldin Rome
in December 1992.

Spotlight: Vitamin A

Reprinted from The State Of The World’s Children 1998,
UNICEF, Oxford University Press, 1998, p76

Impact of vitamin A deficiency

Vitamin A deficiency makes children especially vulner-
able to infection and worsens the course of many in-
fections. Supplementation with vitamin A isestimated
tolower achild'srisk of dying by approximately 23 per
cent. The deficiency is also the single most important
cause of blindness among children in devel oping coun-
tries. [Vitamin A supplementation among pregnant
women also reduces the risk of mortality by 40% to
50% — Editor]

What vitamin A does

Vitamin A, stored normally in the liver, is crucia for
effective immune-system functioning, protecting the
integrity of epithelial cellslining the skin, the surface
of the eyes, theinside of the mouth and the alimentary
and respiratory tracts. When this defence breaks down
inavitamin A-deficient child, thechildismorelikely to
develop infections, and the severity of an infectionis
likely to be greater.

Depending on the degree of the deficiency, arange of
abnormalities also appears in the eyes of vitamin A-
deficient children. Inthe mildest form, nightblindness
occurs because the rods in the eye no longer produce
rhodopsin, a pigment essential for seeing in the dark.
In more severe forms, lesions occur on the conjunctiva
and corneathat if left untreated can causeirreversible
damage, including partial or total blindness.

(continued from page 1)

status by increasing the consumption of vitamin A-
richfoods. Vitamin A isnaturally found asretinol in
breastmilk and foods from animal sources (such as
eggs, meat and milk), and carotenein foodsfrom
plant sources (such as dark-green leafy vegetables,
and orange and yellow fruits). Recent studiesin
Indonesia have shown that plant sources of vitamin
A areless effective than animal sourcesin
improving vitamin A status.

‘Eating eggs at least three times aweek, and colored
vegetables and fruits every day, makes children
healthy and smart, and mothers healthy and strong’,
proclaim banners, radio spots and public minibus
announcements in the Gowa district of South
Sulawesi, Indonesia. Messages such as this have
been circulated through various media forms as part
of the SUVITAL socia marketing campaign aimed at
promoting the increased consumption of locally-
availablevitamin A-rich foodsto improve child
survival and maternal health.

The success of such social marketing strategies
have resulted in increased dietary intake of vitamin
A in project sites across Indonesia, particularly
Central Java, improving vitamin A status among
their populations. In reference to the Central Java
project, the United Nations Children’s Fund
(UNICEF) annual report, The State of the World's
Children 1998, states:

‘“Within three months of the start of the social
marketing campaign, egg consumption by both
children and mothers had increased, correlated
with higher vitamin A levels

Yet, the situation appears to be deteriorating as the
economic crisis bites deeper into the pockets of the
large majority of the population, ashigh inflation
sends food prices skyrocketing and mass lay-offs
due to the economic collapse pushes greater
numbers of families below the poverty line.

Figure 2.
The proportion of children aged 12-23 months who did not

consume eggs in the last week by ecological zone of Central Java
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Figure 3.
The prevalence of childhood nightblindness before and after the
beginning of the crisis in six ecological zones of Central Java
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What isbeing doneabout the problem?

Thereis currently agreat emphasis, within the
government and international aid agencies, to
establish and enhance a socia safety net system in
order to alleviate the effects of the crisison families
who have been pushed into poverty. The
government’s own social safety net program focuses
on health and educational assistance, through
supplementary feeding and scholastic grants
components.

However, thereisalack of reliableinformation onthe
state of nutrition in the country relevant to the crisis.
One of the most effectiveindicators of are-
emergence of VAD is nightblindness among both
children and women.

Mild VAD causes nightblindness; an increase in the
prevalence of nightblindnessis a precursor of a
possiblerisein the prevalence of severe VAD.
Maternal nightblindnessis also an effective indicator
of dietary vitamin A intake, while childhood
nightblindness is a composite indicator of both
dietary vitamin A intake and the effectiveness of
existing vitamin A supplementation programs.

Food intake and food expenditure are also
intermediateindicators of vitamin A intake among
the population. A reduction in the intake of
micronutrient-rich foods due to soaring costs
indicates that long-term measures for ensuring
adequate vitamin A status have been sabotaged by
the economic crisis.

What should bedone?

* Thereisagreat need for inter-agency
cooperation in urban areas to develop and
implement innovative approaches toward
tackling food insecurity and lack of reliable
information

Percentage (%)

* Thereisaneed for more emphasison
micronutrient deficiencies since deficiencies of
these nutrients may have major impacts on
maternal and childhood mortality

Monitoringand surveillance:

¢  Nightblindness among children and women
should be assessed as an indicator of VAD

¢ Food intake and expenditure should be assessed
asan intermediateindicator of VAD

I nterventions:

¢ Asthere has been a decrease in the
consumption of foods of animal origin, it can be
expected that there will be an even higher
prevalence of micronutrient deficienciesamong
the already-deficient women and children:

¢ Thereisaneed for multi-micronutrient
supplementation projects targeting pregnant
and lactating women in those areas with the
highest rates of maternal mortality

* Thereisaneed for micronutrient
supplementation for female factory workersin
the urban areas

* Thereisaneed for improving vitamin A capsule
coverage to children aged 6-23 months of age
nationwide (WHO/UNICEF recommendsvitamin
A capsulesto al children aged 6-71 months,
twiceyearly)

* Thereisaneed for supplementary feeding
(fortified food) for children aged 6-23 months
both in urban and rural areas; thereis aneed for
social marketing and nutrition education to make
the supplementary feeding program more
effective and safe

According toaWorld Bank report in 1993, vitamin A
supplementation is the single most cost-effective
health intervention in theworld.

Figure 4.
The prevalence of maternal nightblindness before and after the
beginning of the crisis in six ecological zones of Central Java
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CRISIS BULLETIN

Alarmingriseof iron deficiency anemia
may herald ‘L ost Generation’

Thesharp plungeof theRupiahinthe
aftermath of aregional economiccrisis
sweeping acr oss Southeast Asiain mid-
1997 hasresulted in high inflation,
massiveunemployment and aconsequential
declinein consumer spending power. Over
ayear intothecrisis, thefull scopeof its
impact isjust beginningto emer ge, with
potentially tragic consequencesfor a‘lost
generation’ of children bornintohard
times.

Thereare aarming signsthat micronutrient
deficienciesareontherise—in particular,
iron deficiency. Iron deficiency isthe
leading cause of anemia(lron Deficiency
Anemiaor IDA), whichisthe most common
nutritional disorder intheworld. IDA
impairsthe immune system and reduces
physical and mental capacity among
affected populations, with awide range of

Figure 1.

The prevalence of childhood anemia (<110 g/L)
before and after the beginning of the crisis in six
ecological zones of Central Java
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consequences on work productivity,
intellectual development and mortality.

Theimpact of increased iron deficiency
among infants and young children can be
especialy debilitating, aseven mild anemia
canimpair intellectual development. Between
the ages of 6 to 24 months, achild’s physical
development requires adequate nutrition
through breastfeeding and/or complementary
feeding with micronutrient-fortified weaning
foods. |nadequate micronutrient intake
during this crucia period of development can
result in reduced intellectual capacity and
stunted growth. Children born into families
that cannot afford micronutrient-rich foods
due to the crisis may become a‘lost
generation’, sowing the seeds of today’s
problems to be reaped in an uncertain future.

Recent data collected in ajoint collaborative
effort by Helen Keller International (HKI)-
Indonesia, the University of Diponegoro, and
the Indonesian Department of Health,
compared with similar data obtained prior to
the start of the crisis, has revealed a
dramatically reduced intake of micronutrient-
richfoods (e.g. eggs, meat and milk) dueto
the increase in the prices of basic
commodities and reduced purchasing power
of the population (seefigure 3).

Thisdecrease in dietary iron intake can be
correlated with an increase in the prevalence
of anemiaamong children aged 0-35 months
(seefigure 1) and an increasein the
prevalence of anemiaamong women of

reproductive age (seefigure 2).
(continued on page 2)
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What are micronutrients?

The term ‘micronutrients’ refers to vitamins, trace
elements (such as iron) and essential fatty acids that
areintegral to the proper functioning of the human body.
Micronutrient deficiencies rarely occur alone; a
deficiency of one micronutrient contributes to the
deficiency of another. Deficiencies of micronutrients
arealso collectively known as‘ Hidden Hunger’ asthis
form of malnutrition is largely invisible, by all
appearances.

Victims of micronutrient deficiencies need not
necessarily look malnourished. Yet, the consequences
of micronutrient deficiencies are dramatically far-
reaching and they constitute a problem that is
widespread throughout the world, having both major
health and economic repercussions.

At the World Summit for Children heldin New York in
September 1990, political leadersfrom around theworld
endorsed the ‘Declaration on Children’ and targeted
the year 2000 for the virtual elimination of the major
micronutrient deficiencies. Thisgoal was unanimously
confirmed by 159 countries (including Indonesia) at the
International Conference on Nutrition heldin Romein
December 1992,

Spotlight: Iron

Reprinted from The State Of The World’s Children 1998,
UNICEF, Oxford University Press, 1998, p78

I mpact of iron deficiency

Iron deficiency anemia, the most common nutritional
disorder intheworld, impairsimmunity and reducesthe
physical and mental capacities of populations. Ininfants
and young children, even mild anemia can impair
intellectual development. Anemiain pregnancy is an
important cause of maternal mortality, increasing the
risk of hemorrhage and sepsisduring childbirth. Infants
born to anemic mothers often suffer fromlow birthweight
and anemia themselves. Causes include blood loss
associated with menstruation and parasitic infections
such as hookworm, but an inadequate intake of ironis
the main cause.

What iron does

The body needsiron to produce hemoglobin, the protein
inred blood cellsresponsiblefor carrying oxygen. Iron
isalso acomponent of many enzymes essential for the
adequate functioning of brain, muscle and immune-
system cells.

A certain amount of iron is stored in the liver, spleen
and bone marrow. Iron deficiency develops as these
stores are depleted and there is insufficient iron
absorption. In anemia, the iron deficiency is so severe
that the production of hemoglobin is significantly
reduced. The main symptoms and signs are pal eness of
the tongue and inside the lips, tiredness and
breathlessness. Deficiencies of vitamin A and other
micronutrients a so contribute to anemia.

Percentage (%)

(continued from page 1)

What wastheiron situation in Indonesia
beforethecrisis?

Since 1974, Indonesiahas had aprogram of iron
suppl ementation targeting pregnant women. In 1996,
the distribution of iron syrup to under-five children
in less devel oped villages in Eastern Indonesia was
started, aswell asanational campaign for the
distribution of iron-folate pillsto femal e factory
workers.

Results of the 1995 National Household Health
Survey found that 40.5% of under-five children
suffered from anemia. Approximately 30% of female
workersand 24% to 35% of school children were
found to be anemic. Overall, asmany as50-70
million out of Indonesia’stotal population of 202
million suffered fromIDA.

Iron is needed by the body in order to produce
hemoglobin, the proteinin red blood cellswhich
transports oxygen from the lungs to the rest of the
body. Iron is also a component of many enzymes
required for the proper functioning of brain, muscle
and immune-system cells.

The direct causes of anemia are inadequateiron
intake through micronutrient-rich foods and low
bioavailability of dietary iron. Indonesia’smain
staple, rice, containslittleiron and isrich in phytate,
which inhibitsiron absorption. Foodsfrom animal
sources (e.g. eggs, meat and milk) are the best
sources of dietary iron, but consumption of such
foods was generally low. The consumption of foods
from plant sourcesis high, but their iron
bioavailability islow, dueto inhibitors such as
phytate.

What isbeing doneabout the problem?

Thereiscurrently agreat emphasis, within the
government and international aid agencies, to
establish and enhance a social safety net system in
order to alleviate the effects of the crisison families

Figure 2.
The prevalence of maternal anemia (<120 g/L) before and after
the beginning of the crisis in six ecological zones of Central Java
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Figure 3. Proportion of mothers who did not consume eggs in the
last week before and after the beginning of the crisis in six ecological

zones of Central Java
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who have been pushed into poverty. The
government’s own social safety net program
focuses on health and educational assistance,
through supplementary feeding and scholastic
grants components.

However, thereisalack of reliableinformation onthe
state of nutrition in the country relevant to the crisis.
A good indicator of iron deficiency in apopulation is
anemia prevalence. Although anemiacan also be
caused by other factors, including chronic diseases
and recent infection, such as parasitic infestation,
iron deficiency isthe most widespread cause of
anemia. And athough iron deficiency need not
necessarily result in anemia, such cases represent a
very small percentage. Therefore, anincreasein
anemia prevalencelargely reflectsanincreasein the
prevalence of iron deficiency.

Anemiaisalso an effectiveindicator of dietary iron
intake among children. Among pregnant women and
femalefactory workers, itisan indicator of a
combination of both dietary iron intake and the
effectiveness of current iron supplementation
programs.

Food intake and food expenditure are also
intermediateindicators of dietary iron intake among
the population. A reduction in the intake of
micronutrient-rich foods (mainly foodsfrom animal
sources) due to price increases indicates that the
already-high levels of iron deficiency in Indonesia
may increase.

W hat should bedone?

General:

* Thereisagreat need for inter-agency
cooperation in urban areas to develop and
implement innovative approaches toward
tackling food insecurity and lack of reliable
information
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* Thereisaneed for more emphasison
micronutrient deficiencies since deficiencies of
these nutrients may have major impacts on
maternal and childhood mortality

Monitoringand surveillance:

¢ Anemiaamong children and women should be
assessed as an indicator of iron deficiency

* Food intake and expenditure should be assessed
asan intermediateindicator of iron deficiency

I nterventions:

* Asthere has been a decrease in the
consumption of foods of animal origin, it can be
expected that there will be an even higher
prevalence of micronutrient deficienciesamong
the already-deficient women and children:

* Thereisaneed for multi-micronutrient
supplementation projects targeting pregnant
and lactating women in those areas with the
highest rates of maternal mortality

* Thereisaneed for micronutrient
supplementation for femal e factory workersin
the urban areas

¢ Thereisaneed forimproving vitamin A capsule
coverage to children aged 6-23 months of age
nationwide (WHO/UNICEF recommendsvitamin
A capsulesto all children aged 6-71 months,
twiceyearly)

¢ Thereisaneed for supplementary feeding
(fortified food) for children aged 6-23 months
both in urban and rural aress; thereis aneed for
social marketing and nutrition education to make
the supplementary feeding program more
effective and safe
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Have 30 years of nutritional
Improvement in Southeast Asia
disappeared in oneyear of thecrisis?

Theaveragebody massindex (BMI) among
women of reproductiveagein Central Java
hasdropped by 0.45kg/m?, ailmost equiva-
lent tothe 0.5 kg/m?increaseachieved
over thepast 30years, accordingtothe
latest findings.

Recent research by Pelletier and Rahn,
based on a compilation and analysis of
mean BMI in 1,432 published samplesfrom
developing countries, has shown that
average BMI among women in South and
Southeast Asian countries had increased
from 120.9 kg/m?in1960to21.4 kg/m?in
1990.

Beforethe start of the crisis, mean BMI
among thewomen in Central Javawas21.5
kg/m?. Datacollected in June-August 1998,
ayear after the onset of the crisis, revealed
that mean BMI had significantly decreased
t0 21.0 kg/m?(p<0.000). The datawere
collected in acollaborative effort between
Helen Keller International (HKI) Indonesia,
the University of Diponegoro, and the
Indonesian Department of Health during
June-August 1996 and June-August 1998.

The Central Java data reveals that across
almost all socioeconomic strata, asindi-
cated by maternal education level,

bodywei ght among women of reproductive

*Pelletier DL, Rahn M. Trends in body mass index in
developing countries. Food and Nutrition Bulletin, vol. 19,
no. 3, 1998, p223-239

Thelndonesia Crisis Bulletin is published by Helen Keller International Indonesia

Percentage (%)

agefell by approximately 1 kg between June-
August 1996 and June-August 1998 [see
figure 2, p2]. Consequently, the prevalence
of maternal malnutrition among them has
significantly increased from 15.1 per cent to
17.5 per cent (p<0.000, seefigure 1).

How does low BMI among women
relate to the crisis?

The economic crisis in Indonesia has caused
the prices of basic commodities, such asrice,
to increase beyond the purchasing capability
of agrowing number of families, many of
whom have been pushed below the poverty
line due to loss of jobs and increased living
costs. As aresult, many families have had to
sacrifice the quantity and quality of their
food intake.

Figure 1.

The prevalence of maternal malnutrition (BMI<18.5 kg/n?)
in Central Java, by ecological zone, before and after the
start of the crisis
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The Central Java data shows this decreased food
intake has resulted in increased mal nutrition among
women of reproductive age, or maternal malnutri-
tion, asindicated by the prevalence of low BMI.

BMI iscalculated asan individual's weight divided
by her/his height squared (kg/m?). A subject with a
low BMI hasalow bodyweight in relation to height,
dueto temporarily or chronically inadequate food
intake. Maternal malnutrition expressed by BMI isa
good and early indicator of the population’s food
insecurity [see table below], because very often, a
woman reduces her own food intake before reducing
that of her children and/or her husband.

Because the most tangible impact of the crisisisthe
reduction in real household income (and, thus, the
reduction in food intake), the most effective indicator
of thecrisis impactismaternal BMI.

Table 1.
Prevalence of low BMI (<18.5 kg/m?) among the adult
population and the severity of food insecurity?

Prevalence of BMI  Severity of food insecurity
<18.5 kg/m?
3-5% Normal, no food insecurity
5-9% Warning sign, monitoring required
10-19% Poor situation
20-39% Serious situation
= 40% Critical situation

What are the consequences of a lower BMI|?

Reduced work capacity:

The productivity of Indian maleindustrial workers
withaBMI of 16.5kg/m?wasfoundto be 1.5 times
lower than that of workerswithaBM| of 23 kg/mz.2

I ncreased mor bidity and mortality:
A low BMI reducesresistance to infection. The

*\World Health Organization, Physical status: the use and
interpretation of anthropometry. Report of a WHO expert
committee. WHO, Geneva, 1995

number of daysill anong Rwandan womenwith a
BMI below 17 kg/m?was 5.5 times higher than
women with aBMI above 18.7 kg/m?. A study in
Indiafound that the annual death rate among men
withaBMI below 16 kg/m? was amost thgeeti mes
that of menwithaBMI above 18.5 kg/m?.

L essenergy availablefor other activities:

Energy expenditureisreduced when BMI islower.
Often, this means that obligatory needs are still met,
but that time and energy spent on activities such as
housework, care and |eisure activitiesis reduced.
This has a negative impact on food preparation and
childcare.

Greater risk of pregnancy complications:

A lower BMI isalso associated with complications
in pregnancy, such as reduced intrauterine growth
and low birthweight babies.

Reduced quality of breastmilk:

A reduction of the nutritional status of the mother
will aso reducethe quality of her breastmilk and
hence result in reduced quality of the food con-
sumed by her breastfed child.

Maternal malnutrition, asindicated by alow BMI,
will also have indirect repercussions on all sectors
of society, including:

¢ Increased risk of infant mortality dueto the
increased risk of complications during preg-
nancy

* Increased risk of child intellectual and physical
impairment due to decreased maternal caring
practices and/or disease or infection

¢ Decreased level of social reproductive activities,
such as household chores, child care, exercise
and general socialization

¢ Decreased output in the workplace resulting in
lost productivity and its negative impact on the
economy

Figure 2. Maternal bodyweight, by education level, before and after

the start of thecrisis
52

OJun-Aug 96
51
W Jun-Aug 98
=)
= 50
=
<
k=2
g 49
o]
QO yg 1|
<
c
% 47
=
46 +—
45
None Primary Junior
High

Senior Tertiary Total
High
Maternal education



HKI Indonesia Crisis Bulletin Yr. 1, Iss. 4, Oct 1998

Figure 3. The self-perpetuating cycle of the economic crisis
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The vicious cycle of the crisis’ impact

Maternal malnutrition is part of avicious cycle which, in this case, begins with the trappings of crisis-induced
poverty, that trandates to low food intake, leading to malnutrition. Malnutrition perpetuates itself through de-
creased work output due to decreased stamina and more frequent, more severe and more protracted illnesses,

resulting in lost productivity in the work place and at home.

Lost economic productivity results in, microcosmically, low-to-no chance of improvement of personal socioeco-
nomic conditions, and on a macrocosmic scale, perpetuation of the economic crisis. On both levels, it ensures the
cycle of poverty, malnutrition and ‘lost economy’ continues if nothing is done to break it.

Recommendations
General: .

e Thereisagreat need for inter-agency coopera-
tion in urban areas to develop and implement

Maternal malnutrition and childhood wasting are
the best anthropometric indicators for monitor-
ing the effectiveness and performance of food-
aid programs and crisis-related safety net

innovative approaches toward tackling: programs
- food insecurity
- lack of reliableinformation I nterventions.

e Thereisaneed for shorter term planning and
rapid response programs to complement longer .
term, sustainable projects

Monitoringand surveillance: .

e Maternal malnutrition isthe best anthropometric
indicator for monitoring the impact of the
economiccrisis

»  Food intake and food expenditure are the best
intermediate indicators for monitoring the impact
of thecrisis, aswell asfor monitoring the
coverage, effectiveness and performance of
food-aid programs and crisis-related safety net
programs

Pregnant and lactating women should also be a
target group of food aid programs and crisis-
related safety net programs

Food aid and supplementary foods should
provide micronutrients, in addition to calories
and protein

[Please refer to the Indonesia Crisis Bulletin,
issues 2 and 3, for reports on the increase of
micronutrient deficiencies asaresult of the
crisis]
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— Special Edition —

Why and How to prevent Vitamin A
Deficiency in times of crisis

With theprevalenceof Vitamin A Deficiency (VAD) increasing asaresult of reduced
micronutrient-rich food intake, Vitamin A supplementation hasbecomeeven more
important to protect vulner ablegroupsagainst infectionsand diseasesresulting from

reduced immuno-competence.

Communicable diseases, such as measles,
diarrhea, and acute respiratory infections
(ARI) are some of the thrests to the health
and survival of individuals, especialy children
and women, among the poorer segments of
the population (as the GOI/HKI NSS has
shown), particularly those living in urban
slums and other such overcrowded
conditions, such as in refugee camps.

These diseases spread best in situations of
overcrowding, where sanitary conditions are
inadequate and access to food is limited.
These circumstances are given a) among the
poor and, in particular, among those
individuals who live in urban slums, b) in
camps for refugees or displaced people who
had to flee their homes due to natural
catastrophes (i.e. floods or droughts) or
political unrest. In both situations, access to
adequate food proves difficult, either due to
lack of financial means, non-availability of food
or other impairing factors.

In the case of refugees and/or displaced
people, additional circumstances need to be
considered. Refugees and displaced people
areproneto be highly susceptibleto infection
and diseases as their health and nutritional
status are most often far from satisfactory.

There are a number of reasons for this: a)
Displaced people often belong to the poor
segments of a population and have mostly
consumed, in the Indonesian context for
example, an unsatisfactory diet dueto limited/
reduced purchasing power (impact of
economic crisis); b) therefore, on arriving at
camps or shelters, they are already deprived

The Indonesia Crisis Bulletin is published by Helen Keller International — Indonesia

and havelittle bodily storesleft (i.e. thetime
to reach new shelter can take days or weeks)
and; c) their coping mechanism isdiminished
and any hazardous effect in terms of
unsanitory conditions, imbalanced diets, etc.,
will lead to a higher susceptibility to illness,
particularly in the manifestation of
micronutrient deficiencies (VAD, Iron
Deficiency Anemia, and others).

Some micronutrients, such asVitamin A, play
an important role for the maintenance of the
immune system. A lack of an appropriate diet
containing these much-needed micronutrients
will ultimately lead to reduced immuno-
competence. Thisiswhen the‘viciouscycle
begins between reduced immuno-competence
(dueto thelack of micronutrients) and higher
susceptibility to communicable diseases (due
to reduced immuno-competence, lack of
micronutrients and adequate food supply and
intake). Ultimately, deaths will occur and
children, dueto their vulnerability, will bethe
firsttodie.

Vitamin A and its relationship to childhood
mortality and morbidity has been clearly
recognized over the past years and some of
the pioneering research has been conducted
in Indonesiaby aconsultant working for HKI
together with the Government of Indonesia
(see footnote 1 in box, History of GOI/HKI
collaboration, p2, col. 1).

However, the implications of VAD vary
according to the group at risk. In pre-school
children and pregnant women, VAD can lead
to increased risk of mortality and morbidity.

(Continued on p2, col. 2)
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History of GOI/HKI collaboration

In 1915, McCollum called the factor that was essential for
the survival of animals ‘fat soluble A’. By 1920, it was
known that alack of vitamin A caused growth retardation,
xerophthalmia and a reduced resistance to infection. The
VAD problem disappeared from Europe once butter and
margarine fortified with vitamin A were consumed. In
developing countries, the full magnitude of the problem
only became known in the 1960s-70s.

The first international meeting on VAD, held in
Hyderabad, India, in 1972 was attended by an Indonesian
delegation consisting of Dr Darwin Karyadi, Dr Katari N,
Dalip Singh and Dr Slamet Santosa Soegianto. That same
year, HKI’s (then known as the American Foundation for
the Overseas Blind) services were augmented with a new
component, the prevention of blindness, of which the
first focus was xerophthalmia. The first country to work
on this was Indonesia.

The Government of Indonesia (GOI) developed a

prevention program to which HKI provided technical

assistance and personnel for evaluation. Based on the

so-called Nutritional Blindness Prevention Project,

coordinated by Dr. Ignatius Tarwotjo of the Indonesian

Government and Dr. Alfred Sommer of the Johns Hopkins

University (JHU) in the US,

 effortsto introduce VA capsule distribution nationwide
were increased;

» the prevalence and consequences of VAD became
better known;

e and the Aceh (North Sumatra) study, which was the
first to detect a mortality reduction (by 34%) by
distributing high-dose VA capsules, was initiated.

Since this historical undertaking and over the next 20

years, HKI has been involved in

« the development of social marketing approaches for
the distribution of high-dose VA capsules,

e scaling up to a national VA-capsule distribution
program,

e supporting the development of nutrition |aboratory
facilities,

e improving the micronutrient status of female
adolescents through schools,

« and the social marketing of vitamin A-rich foods.

HKI1’s work in Indonesia has been supported by the US
Agency for International Development (USAID),
Opportunities for Micronutrient Interventions (OMNI),
the Micronutrient Initiative (M), the United Nations
Children’s Fund (UNICEF), and private donors.

"Sommer A, Tarwotjo |, Djunaedi E et a. Impact of vitamin A
supplementation on childhood mortality: a randomised controlled
community trial. Lancet 1986; 8491: 1169-1173.

i Muhilal, Permaesih D, Idjradinata R, Muherdiyantiningsih,
Karyadi D. Vitamin A-fortified monosodium glutamate and health,
growth and survival of children: a controlled fieldtrial. Am JClin
Nutr 1988; 48: 1271-1276.

it Muhilal, Murdiana A, Azis |, Saidin S, Jahari AB, Karyadi D.
Vitamin A-fortified monosodium glutamate and vitamin A status:
a controled field trial. Am J Clin Nutr 1988; 48: 1265-1270.

(31

Benefits of improved Vitamin A Status!

« The survival chances of children aged 6 months
to 6 years are dramatically increased by improving
Vitamin A status, as their risk of mortality from
measles is reduced by about 50%, from diarrhea
by about 40%, and overall mortality by 25-35%.

 Improved Vitamin A status among deficient
children reduces the severity of infectious
illnesses, particularly measles and chronic
diarrhea, and is associated with a reduced rate
of hospital admissions and reduced need for out-
patient services, therefore lowering the overall
cost of health services.

1 Source: Vitamin A Global Initiative — A Strategy for Acceleration
of Progress in Combating Vitamin A Deficiency. (Consensus of
an Informal Technical Consultation convened by UNICEF/MI/

WHOICIDA/USAID)

(Continued from p1)

Supplementation with Vitamin A has shown a 35%
reduction in childhood mortality (Asia), and 40-50%
reductionin maternal mortality.

Itisobviousthat immediate action to provide Vitamin
A is needed and highly recommended. In the case of
measles, i.e. it has been shown that the improvement
of Vitamin A status in deficienct children leads to a
50% reduction of mead es-rel ated mortality, morbidity
and blindness.

The current situation in Indonesia requires a close
monitoring of possible VAD and other micronutrient
deficiency outbreaks as well as close monitoring of
increased micronutrient needs due to more frequent
cases of infectious diseases.

Onthe next pageisasummary that presentsthe latest
guidelinesissued by the WHO/UNICEF/IVACG Task
Forcefor the case management of VAD. In situations
of crisis, Table 2 is of particular importance, as it
describes the case-management for children at high
risk, who are actually children with a history of
chronically inadequate food intake, poor health and
acute diseases, i.e. diarrhea, measles, severe
malnutrition, and others.

GENERAL REFERENCES:

1. Bloem MW, S Farooq, A. Kuttab. Vitamin A deficiency and
malnutrition in southern Iraqg: rapid assessment report,
14-26 May 1991. Helen Keller International/Save the
Children/UNICEF.

2. Wijnroks M, Bloem MW, Islam N, Rahman H, Das SK,
Hye A, Hall G. Surveillance of the Health and Nutritional
Status of Rohingya Refugees in Bangladesh. Disasters
17(4):348-56, 1993.

3. Berry-Koch A, Moench R, Hakewill P, Dualeh M.
Alleviation of nutritional deficiency diseases in refugees.
Food and Nutrition Bulletin 12(2):106-12, 1990.

4. Marion Kelly. Infant Feeding in Emergencies. Disasters,
17(2):110-21, 1993.
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Universal distribution. (Table 1) Periodic distribution for prevention of VAD to:
- Allpreschool-age children, especially children 6 months to 5 years of age and children in high-risk
regions
- Allmothers in high-risk regions within 8 weeks of delivery (In the Indonesian context, within 30 days
of delivery)
- High-risk groups, such as refugees
The timing of the distribution depends on the dosage, season, logistic constraints and available resources.
The mode of distribution should make Vitamin A available before a season of special risk.

Targeted distribution to high-risk children. (Table 2) Distribution targeted at:

- Infants and children with measles, diarrhea, respiratory disease, chickenpox, other severe infections,

or severe protein energy malnutrition

- Infants and children living in the vicinity of children with clinical VAD
Vitamin A supplementation in targeted distribution helps to re-establish bodily reserves depleted by chronic
iliness, protecting against VAD as well as the severity of infections. Measles morbidity and mortality is also
reduced.
A child who has received a high-dose supplement within the last 30 days should not receive an additional
targeted dose.

Targeted distribution to pregnant women. Pregnant women have an increased risk of VAD, especially
in populations where VAD is endemic. A significant number of pregnant women develop night blindness,
which is a sign of mild VAD. A daily dose of 10,000 IU or a weekly dose of 25,000 IU can be provided to
improve the Vitamin A status of mother and fetus. If severe signs of active xerophthalmia occur, the
treatment schedule in Table 3 can be administered, weighing the possible teratogenic effect or other risks
of a high dose of Vitamin A to the fetus against the consequences of VAD on the woman and her fetus.

Treatment of xerophthalmia. (Table 3) Xerophthalmia is a clinical manifestation of severe VAD and
occurs in several stages: night blindness, conjunctival xerosis with Bitot's spots, corneal xerosis, corneal
ulceration, and keratomalacia. Oral doses of Vitamin A should be administered immediately upon diagnosis
of xerophthalmia. The treatment schedule in Table 3 applies to individuals of all ages, except women of
reproductive age. Women of reproductive age with night blindness or Bitot's spots should be treated with
adaily oral dose of 5,000-10,000 IU (not exceeding 10,000 IU; may be substituted with a weekly dose of
25,000 1U) of Vitamin A for at least four weeks.

Treatment of children during measles. The treatment schedule in Table 3 is also recommended as the
optimal therapy to treat children during episodes of measles. Children suffering from VAD and measles at
the same time are at risk of serious and potentially fatal complications, hence immediate treatment with
Vitamin A supplementation —which has been shown to reduce the risk of excessive measles case-fatality
—should be provided upon diagnosis.

Sources: Vitamin A supplements. Prepared by a WHO/UNICEF/IVACG Task Force. World Health
Organization, Geneva, 1997.
Pedoman Pemberian Kapsul Vitamin A Dosis Tinggi (High-dose Vitamin A Capsule
Distribution Manual). Ministry of Health, Republic of Indonesia/ UNICEF/HKI, 1993.

Table 1. High-dose universal-distribution schedule for prevention of VAD

Target group Dosage

Infants < 6 months of age @ 50,000 IU orally (not yet a program in Indonesia)
- Non-breastfed infants
- Breastfed infants whose

mothers have not received

supplemental vitamin A
Infants 6-12 months of age 100,000 IU orally, every 4-6 months ®
200,000 IU orally, every 4-6 months

200,000 IU orally, within 8 weeks of delivery (within
30 days of delivery in the Indonesian context)

Children > 12 months of age
Mothers

a Programmes should ensure that infants < 6 months of age do not receive the larger dose intended for mothers. It may

therefore be preferable to dose infants with a liquid dispenser to avoid possible confusion between capsules of different
dosages.

b. Evidence suggests Vitamin A reserves in deficient individuals can fal below optimal levels 3-6 months following a high

dose; however, dosing at 4-6 month intervals should be sufficient to prevent serious consequences of VAD.

Table 2. High-dose prevention schedule for children at high-risk of VAD

Target group Dosage

Infants < 6 months of age 50,000 IU orally @
100,000 IU orally @

200,000 IU orally @

Infants 6-12 months of age

Children > 12 months of age

a Those known to have received a routine high-dose Vitamin A supplement within the last 30 days should not receive an
additional dose.

Table 3. Treatment schedule for xerophthalmia for all age groups except women of

reproductive age

Timing Dosage ©
Immediately on diagnosis

—Infants < 6 months of age 50,000 U
—Infants 6-12 months of age 100,000 IU
— Children > 12 months of age @ 200,000 IU

Next day Same age-specific dose ©

Atleast 2 weeks later Same age-specific dose ¢

a Caution: Women of reproductive age with night blindness or Bitot's spots should receive daily doses < 10,000 1U, or
weekly doses of 25,000 1U. However, al women of childbearing age, whether or not pregnant, who exhibit severe signs of
active xerophthalmia (i.e. acute corneal lesions) should be treated as above.

b. For oral administration, preferably in an oil-based preparation.

¢. The mother or other responsible person can administer the next-day dose at home.

d. To be administered at a subsequent health service contact with the individual
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High prevalence of acute
malnutrition in urban slums

Indonesia has come a long way since the start of the economic crisis. With
reforms underway, analysts expect economic recovery to come in the next 3-
5 years. However, the crisis has had a significant impact on the health and
nutrition of the population, such as the high prevalence of acute malnutrition
found in urban slumsin Indonesia slargest citiesin thefirst half of 1999 reported
in this Bulletin. Although the country is beginning to recover from the crisis,
such problemswill not disappear overnight and still require unfailing attention.

Inthefirst half of 1999, the proportion of
children aged 12-23 monthswith atoo low
bodyweight in comparisonto their height,
was between 20-30% in the urban slums
of Jakarta, Surabayaand Ujung Pandang.
Such high levels of acute malnutrition, or
wasting, are usually only detected under
emergency or disaster conditions,® and
indicate that there is a very serious lack
of food at the household level.

In order to assess the impact of
Indonesia s economic crisis on nutrition
and health, the HKI/GOI-MOH Nuitrition
Surveillance System collects dataamong
30,000-40,000 householdsin avariety of
urban and rural areas of Indonesia 3-4

Figurel. Prevalence of wasting (Z-scor efor
WH <-2 SD) among ur ban children aged 12-
23moold in Jan-Mar 1999 and Apr-May
1999. Barsindicate 95% ConfidenceInterval
(CI) inflated for design effect.
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times per year. In Jan-Mar '99 and Apr-
May ' 99, datawere collected on children
younger than fiveyearsand their mothers
in four urban slum areas (Jakarta,
Surabaya, Ujung Pandang and Semarang)
and four rural areas (West Java, Central
Java, East Java and Lombok).

Figures 1 and 2 show the prevaence of
wasting (too low weight-for-height, WH)
among children aged 12 — 23 mo old in
urban slum areas and in rural areas,
respectively. In Jakarta, Surabaya and
Ujung Pandang 20-30% of the children
was wasted. In rural Java, Lombok and
Semarang 8-17% of the children was
wasted. While the proportion that was

(Cont’d on p2, col. 1)
Figure?2. Prevalenceof wasting (Z-scorefor
WH <-2 SD) amongrural children aged 12-
23moold in Feb-Mar 1999 and Apr-May
1999. Bars indicate 95% CI inflated for de-
sign effect.
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| nter preting wasting among
children and mothers

Wasting, or too low weight-for-height, is a sign of an
acute shortage of food. Inthereference population, 2.3%
of thechildrenfall withinthis category (<-2 SD). And, of
the 52 studies conducted in developing countries
between 1974-1993 of which the preval ence of wasting
is reported in the reference book on anthropometry
published by WHQO?, only three studies found a
prevalence higher than 20%. One study, conducted in
Sri Lanka, found 21.5%, whilethe other two studieswere
conducted under emergency or disaster conditions and
found 37.1% (Somalia) and 71.9% (Southern Sudan).
Consequences of such apoor food intake, which results
in wasting, include growth faltering, reduced resistance
to infection and hence higher morbidity and mortality,
and failure to thrive which, when sustained for a
relatively long period of time, may affect achild’ smental
development.

Among adults, wasting is defined as abody massindex

(calculated asweight/height?) < 18.5 kg/m?. A prevalence

of wasting of 10-19% indicates a poor food security

situation and 20-39% a seri ous Situati on. Consequences

of alow BMI among mothersinclude:

e Reduced work capacity, which reducesincome and
has a negative impact on the economy

e Increased morbidity and mortality due to reduced
resistance to infection

e Lessenergy availablefor other activities, particularly
housework, care and |eisure activities

e Greater risk of pregnancy complications such as
reduced intrauterine growth

e Reduced quality of breastmilk

For more elaborate information about wasting among mothers
see HKI/GOI Crisis Bulletin, Issue 4, October 1998.

(Cont’'d from p1, col. 2)

wasted was more or less stable in the rural areas,
there was a significant increase in Surabaya and a
trend for an increase in Jakarta.

ACUTE MALNUTRITION AMONG MOTHERS

The prevalence of wasting among (non-pregnant)
mothers, as indicated by a body mass index (BMI)
<18.5 kg/m?, was between 13-21% with little
difference between mothersin urban and rural areas
(figures 3 and 4). A prevalence of aBMI <18.5 kg/
m? of 10-20% indicates a poor food security
situation.

YOUNG CHILDREN’S DIETS

Whileit hasprevioudy been reported (see HK1/GOI
Crisis Bulletins, Issues 2 and 3, October 1998) that

Figure 3. Prevalence of wasting (BMI <18.5 kg/m?)
among non-pregnant urban mothersin Jan-Mar 1999
and Apr-May 1999. Barsindicate 95% Cl inflated for de-
sign effect.
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one of the consequences of Indonesia’s economic
crisisisan enormousincreasein the prevalence and
severity of micronutrient deficiencies, thevery high
prevalence of wasting reported above indicates that
not only the quality of young children’ sdietsbut also
its quantity is very poor. There may be two direct
causes for the low food intake: an absolute lack of
food at household level as well as alow frequency
of feeding dueto alack of time available for caring
practices.

The fact that, among mothers, a dight decrease in
the prevalence of wasting was observed between
Jan-Mar and Apr-May 1999 (figures 3 and 4) may
indicate that mothers’ access to food improved
dlightly. The fact that, among children, no such
decrease of wasting was observed indicates that,
among children, acute malnutritionisnot only related
totheavailability of food, but also to caring practices.
While, according to the finding among mothers, the
crisis-induced lack of food at household level seems
to have stabilized or even already improved dightly,
the absence of adecrease of wasting among children
seems to indicate that the extended working hours,
which are necessary to boost household income,
reducethetimethat isavailablefor caringfor children
and hence limits the number of meals that can be
prepared and fed to young children.

STUNTING AND UNDERWEIGHT

Contrary to the prevalence of wasting, the prevalence
of stunting (too low height for age) among children
waslowest in Jakarta, Surabayaand West-Java (30-
36%) and highest in Lombok and Ujung Pandang
(46-57%) (data not shown). Stunting indicates that
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Figure 4. Prevalence of wasting (BM1 <18.5 kg/m?)
among non-pregnant rural mothersin Feb-Mar 1999and
Apr-May 1999. Barsindicate 95% Cl inflated for design
effect.
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during alonger period particularly the quality of the
diet hasbeen poor. A prevalence of stunting between
30-39% is classified as high and of 40% or more as
very high.* The fact that the prevalence of stunting
was lowest in the two largest cities and highest in
theouter areasindicatesthat on alonger term, quality
of food has been better in urban areas on Java than
in urban and rural areas of the outer isands. The
preval ence of wasting found indi catesthat the urban
areas are more affected by an acute shortage of
food than the rural aress.

Underweight, or too low weight-for-age (WA), can
be the results of both wasting (sudden low weight)
as well as stunting (low weight because of short
stature). The prevalence of underweight was found
to bevery high (30-60%) in al areas. The areasthat
were worst off (>40%) include Ujung Pandang,
Lombok, Jakarta and Surabaya. In all areas, the
prevalencewasdightly, but not significantly, higher
in Apr-May 1999 as compared to Jan-Mar 1999.

CONCLUSION

The shortage of food at household level caused by
the crisis was found to be most severe in urban ar-
eas. This has resulted in an alarmingly high preva-
lence of wasting (20-30%) among childrenin Jakarta,
Surabaya and Ujung Pandang. While among moth-
ers, the prevalence of wasting seemed to have de-
creased slightly, the prevalence of underweight
among children seemed to still increase very slowly.

! World Health Organization. Physical status: the use and
interpretation of anthropometry. Report of a WHO expert
committee. WHO, Geneva, Switzerland, 1995.

RECOMMENDATIONS

Based on the findings presented in this
bulletin, werecommend that:

1. Feedingof infantsand young children

isimproved by:

» promotion of exclusive breastfeeding for
thefirst 4-6 monthsof life, including the
feeding of colostrum (first milk produced
by mother after delivery)

* increasngthequantity of food consumed
by increasing thefeeding frequency and
choosing energy-dense (weaning) foods

* increasing the quality of the diet by
improving micronutrient intake by
including morefortified foodsand foods
of anima origininthediet

e micronutrient supplementation,
particularly with iron (in addition to
vitamin A capsuledistribution), tothose
groups among whom it is difficult to
increasetheintake of micronutrient-rich
foods.

Because many familieswill not be ableto

afford commercidly avallable, energy-dense,

micronutrient fortified, weaning foods, such
foodswill haveto besubsidized and bemade
availableto specifictarget groups.

2. Food aid and micronutrient
supplementsare provided to pregnant
and breastfeedingwomen in poor ar eas.

3. Monitoringof thehealth and nutrition

situation in urban and rural areas of

Indonesiaiscontinued and expanded in

order to:

* monitor the impact of the crisis on
different subgroupsof thepopulationand
indifferent areas

» identify necessary and appropriate
interventionsaswell asareasand target
groupsthat need them the most

* monitor impact of programsfor limiting
the consequences of the crisison health,
nutrition and education.
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CRISIS BULLETIN

| ncr easing cover age of high-dose
vitamin A capsulesto prevent crisis-induced
re-emer genceof vitamin A deficiency

With the transition to the new government in Indonesia, economic recovery
looks set to be achieved within 3 to 5 years, according to analysts. However,
the crisis has had a significant impact on the population’s nutrition and health.
This Bulletin reports on the high prevalence of vitamin A deficiency (VAD)
found among children living in urban slums and women of reproductive age
during the first half of 1999. Although the end of the economic crisisis now in
sight, the threat of the re-emergence of VAD is still a problem that urgently

needs to be addressed.

Theincrease of micronutrient deficiencies
such as VAD is due to a lower
consumption of micronutrient-rich foods,
especialy animal products and fortified
foods, because these are aso the most
expensive foods that have now become
almost unaffordable for those most
vulnerabletothecrisis.

Among children, theincrease of VAD has
beenrelatively limited, because high-dose
vitamin A capsules are amajor source of
vitamin A and their distribution has been
fairly well maintained during the crisis.
The risk of VAD has particularly
increased among groups who mainly
depend onfood sourcesof vitamin A, such
as women of reproductive age and
children who live in areas where the
coverage of vitamin A capsuledistribution
has been relatively low.

The HKI/GOI-MOH  Nutrition
Surveillance System regularly collects
dataamong 30,000-40,000 householdsin
a variety of urban and rural areas of
Indonesiato assess health and nutritional
status of women and children and monitor
health- and crisis-relief- programs. In Jan-

The Indonesia Crisis Bulletin is published by Helen Keller International — Indonesia

Mar 99 and in Apr-May 99 data were
collected on, among other information,
VAD, and coverage of vitamin A capsule
distribution among underfives and their
mothersin four urban slum areas (Jakarta,
Surabaya, Ujung Pandang and Semarang)
and four rural areas (West Java, Central
Java, East Java and Lombok).

(Cont’d on p2, col. 1)

Figure 1. Prevalence of night blindnessin
Jan-Mar 1999 and Apr-May 1999 among
urban and rural children aged 12-23moold.
Barsindicate 95% CI (Confidencelnterval) cor-
rected for design effect.
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(Cont’'d from p1, col. 2)

Figure 1 showsthe prevalence of nightblindness, the
first clinical sign of VAD, among children aged 12 —
23 mo old. The prevalence ranged between 0-0.6%
and tended to be higher in urban areas (Surabaya,
Ujung Pandang and Jakarta) than in rural areas. A
comparison of data collected in Central Javabefore
and after the onset of the crisis (reported in HKI1/
GOl Crisisbulletin, Issue 2, October 1998) revealed
anincrease of the prevalence of nightblindnessfrom
<0.1% to >0.2%. The prevaences reported in this
CrisisBulletin indicate that in the first half of 1999,
VAD may till have been increasing among children,
but the overall prevalence was still relatively low.

Among non-pregnant women, the prevalence of
nightblindnesswas much higher than among children.
It ranged between 1-3.5% in all areas except in
Central Javaincluding Semarang (seefigure2). This
is nearly as much as the prevalence found in the
HKI/GOB national vitamin A survey in rural
Bangladesh conducted in 1997, which found 1.7%
among non-pregnant non-lactating women and 2.4%
among lactating women. Among pregnant women,
the preva ence of nightblindness ranged from 0-4%
(data not shown because of the small number of
cases).

Figure 3 shows the coverage of the distribution of
high-dose vitamin A capsules (VAC) among urban
and rural children aged 12-59 mo in the two capsule
distribution months that preceded the NSS data-
collection rounds reported here: August 1998 and
February 1999. Until early 1999, VACs were only
distributed to children aged 12-59 mo. Among them,

Figure2. Prevalenceof nightblindnessin Jan-Mar 1999
/ Apr-May 1999 among non-pregnant urban and rural
mothers. Bars indicate 95% CI corrected for design ef-
fect.
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Figure3. Coverageof high-dosevitamin A capsuledis-
tributionin Aug 1998/ Feb 1999 among urban andrural
children aged 12-59 mo old. Barsindicate 95% ClI cor-
rected for design effect.
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For these five locations, no data were

available about VAC receipt in August 1998

“* Sgnificant difference between distribution months in an area,
p<0.001, Chi-square test corrected for design effect.

coverage was well-maintained between Aug 98 and
Feb 99, except for a small decrease in Jakarta. In
Feb 99, VAC coverage ranged from 64-81% in most
areas, but was lower in Ujung Pandang (56%),
L ombok (40%) and Jakarta (39%). Among children
aged 6-11 mo coverage ranged from 10-35% (data
not shown), which is regarded as a spill-over effect
of the distribution to older children and as a
conseguence of inaccuracies of birth dates reported.
A large design effect was found for VAC coverage
among children aged 12-59 mo old (2.5-8), which
indicates that program performance varies widely
between villageswithin aprovincesor between dums
withinacity.

Now, the challenge is to increase coverage of the
vitamin A capsule distribution programin the urban
areas, particularly in Jakarta, and in some outer
islands, including Lombok, to soon achieve good
coverage among the new target group of children
aged 6-11 mo, and to reduce the large differences
of coverage within areas.

The coverage of thedistribution of high-dosevitamin
A capsules to women within 30 days of delivery,
which was introduced in Indonesia in 1991, is
increasing in many areas (figure 4). By now,
coverage ranges from 15-25% in most urban and
rural areasto 35-45% in Central Javaand Semarang.
The higher coverage in Central Java, including the
city of Semarang, is due to a specia program to
increase coverage of postpartum capsuledistribution
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Figured4. Cover age of high-dosevitamin A capsuledis-
tribution to urban and rural women within 30 days of
delivery between Mar 1996 and August 1999. Barsindi-
cate 95% ClI corrected for design effect.
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in Central Javathat started in 1996. Figure 2 shows
that this is aso the area where the prevalence of
nightblindness was found to be the [owest.

While coverage of VAC distribution to women after
delivery has increased, its design effect has
decreased (between Mar 1996 and Aug 1999 from
6.9 to 2.9 in Central Java and from 2.2 to 1.2 in
Jakarta). This indicates that coverage within a
province or city has become more similar. Thus,
findings with respect to coverage as well to design
effect show that program performance hasimproved.
However, because coverageisstill relatively low (15
45%), because coverage has not increased
everywhere, and because of the observed increase
of nightblindness among women of reproductive age,
effortsto further increase coverage of thedistribution
of high-dose vitamin A capsules to women after
delivery should beintensified.

Conclusion

Becauseof Indonesa’scrisis, thequality of thediet
has reduced markedly which hashad adevastating
impact on the prevalence and severity of
micronutrient deficiencies Duetotherdatively wdll-
maintained coverage of the vitamin A capsule
distribution program among children aged 12-59
mo old, VAD hasmainly increased amongwomen
of reproductive age and among childrenin urban
areasand outer idandswhere coveragewas|ower
thaninrura Java. Intensification and expansion of
thevitamin A capsule program should beof high

priority.

Recommendations

Based on the findings presented above, we
recommend that

1. Effortstoprevent vitamin A deficiency

areintensified by:

» VACdigtribution among infantsaged 6-11
moold

» maintaining coverage of VAC distribution
among children aged 12-59 mo old and
achievesimilar coverage acrossall villages
of aprovinceor dumsof acity

* increasing coverage of VAC distribution
among children aged 12-59 mo oldin urban
areasand outer idands

* increasingtargeted distribution of VACto
high-risk children (see HKI/GOI crisis
bulletin, Issue 6, September 1999)

* increasing coverageof VAC distributionto
womenwithin 30 daysof ddivery

» promotion of exclusivebreastfeeding for the
first 4-6 monthsof life, including thefeeding
of colostrum (first milk produced by mother
after ddlivery)

* increasingthemicronutrient content of thediet
by including morefortified foodsand foods
of animad origininthediet

2. Monitoringof vitamin A status, vitamin
A intakeand VAC coveragein urban and
rural areasof Indonesiais continued and
expanded.

Dietary vitamin A intake affected
by Indonesia’s crisis

Recent research has shown that foods of animal origin
(eggs, butter, milk and liver) and fortified foods
(margarine, commercially available weaning foods,
noodles marketed in Indonesia etc) are the best sources
of readily available vitamin A. While dark-green leafy
vegetablesand yellow and orange fruits and vegetables
are the most affordable dietary sources of vitamin A,
the bioavailability of their vitamin A ismuch lower.
Because Indonesia’s crisis has reduced the purchasing
power of most of the population, the consumption of
relatively luxury foods, such asanimal foodsand fortified
foods, has decreased markedly. This has had led to a
large decrease of theintake of micronutrients, including
vitamin A.
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CRISIS BULLETIN

High prevalence of anemia among young
children in urban and rural areas

Indonesia’scrisishasincreased food pricesand reduced pur chasing power, which
has |eft the poorest and most vulnerable groups unable to afford micronutrient-
rich foods such as animal products. Thishasresulted in an increased prevalence
of micronutrient deficiencies, particularly that of iron and vitamin A. ThisBulletin
reports on the very high prevalence of anemia found in urban and rural areas,

particularly among young children.

Datacollected by the HKI/GOI Nutrition
Surveillance System (NSS) in Jan—Mar
1999 and Apr — May 1999 show that the
prevalence of anemia among underfives,
which was approximately 40% in 1995,
is now around 50-85%.

Iron deficiency anemia reduces
immunity, causes lethargy and limits a
child’s psychomotor and mental
development and can therefore result in
reduced intellectual capabilities. Thefact
that the majority of young children in
Indonesia suffers from iron deficiency
anemia will have serious consequences
for the nation’s future development.

Figure 1. Prevalence of anemia (Hb<110
g/L) in Jan-Mar '99/Apr-May '99 among
urban and rural children aged 12-23 mo
old. Barsindicate 95% CI (Confidence I nter-
val) corrected for design effect.
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Among non-pregnant women, the
prevaence of anemiaal soincreased, from
20-30%1in 199510 22-47%in early 1999.
The prevalence of anemia among
pregnant women wasfound to range from
20-65%. Iron deficiency anemia in
women reduces productivity and
immunity, and in pregnancy it is an
important cause of maternal mortality and
leaves the newborn with low iron stores.

NUTRITION SURVEILLANCE SYSTEM

The HKI/GOI-MOH NSS regularly
collects data among 30,000-40,000
householdsthat are sel ected by multistage
cluster sampling, inavariety of urban and
rural areas of Indonesia, to assess the
health and nutritional status of women
and children, and to monitor health- and
crisis-relief- programs. In Jan-Mar '99
and in Apr-May '99, hemoglobin
concentration was assessed for a
subsample of underfives and their
mothersinfour urban slum areas (Jakarta,
Surabaya, Ujung Pandang and Semarang)
and four rural areas (West Java, Central
Java, East Java and Lombok). A drop of
blood was collected from the fingertip
and the HemoCue device (Angelholm,
Sweden) was used to determine its
hemoglobin concentration.

1. Ministry of Health, Republic of Indonesia. Survei
kesehatan rumah tangga (SKRT) 1995, survei
morbiditas maternal (Household survey, survey of
maternal morbidity). Jakarta: National
Institute for Health Research and
Development, MOH/RI, 1995.
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Children most vulnerable to
malnutrition between 6-24
months of age

Children are most vulnerable to malnutrition
between 6-24 months of age. At that time, their
nutritional requirements are very high, breastmilk
alone cannot meet these requirementsanymore, and
home-prepared foods that are commonly fed to
infants generally have a low content of
micronutrients and often the bioavailability of the
micronutrientsis poor. For example, aninfant needs
amost asmuch iron asan adult male, but traditional
weaning foods contain less than 20-30% of these
needs.

In addition to a low micronutrient content, many
weaning foodsal so have alow energy-density. The
latter, often combined with too low afrequency of
feeding, results in an inadequate intake of energy
and macronutrients. A low frequency of the
consumption of foods that already have a low
micronutrient content inevitably resultsin too low
an intake of micronutrients.

FINDINGS AND PROGRAMS

The HKI/GOI Crisis Bulletin, Yr. 1, Iss. 7
(November 1999), reported avery high prevalence
of wasting among children aged 12-23 mo,
especially in urban areas (20-30%), indi cating that
the absolute amount of food consumed is
inadequate. The very high prevalence of anemia
indicates that the intake of micronutrients is very
much lower than required. Thus, these children
urgently need energy-dense, micronutrient-rich,
weaning foods.

The Complementary Food Initiative (CFl), which
was launched by the Government of Indonesiaand
is supported by UNICEF, provides such a food to
young children aged 6-24 months old, in particular
infants aged 6-12 months old. The food, Vitadele,
is produced locally and distributed to poor villages
in ‘hardest hit’ districtsin West, Central and East
Java, East Nusa Tenggara, East Timor, and West
Nusa Tenggara, where it can be obtained from the
Posyandu (integrated health post) at minimal cost.
Loans from the International Monetary Fund and
the Asian Devel opment Bank for the government’ s
social safety net program have been allocated to
the initiative, and the Australian Agency for
International Development and the US Agency for
International Devel opment are providing fundsfor
further expansion.

HKI iscurrently evaluating the impact of Vitadele

Figure 2. Prevalence of anemia (Hb<120 g/L) in Feb-
Mar '99/Apr-May ' 99 among non-pregnant urban and
rural mothers. Bars indicate 95% CI corrected for de-
sign effect.
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ANEMIA AMONG UNDERFIVES

Figure 1 shows the prevalence of anemia among
children aged 12-23 mo old. The prevaenceranged
between 65-85% in all areas, except in Central Java,
including the slums of the city of Semarang, where
it was between 50-62%. Also, in al areas, except
the slums of Jakarta, the prevalence of anemia
seemed to be higher in Apr-May than in Feb-Mar.
Data that were collected in Sept-Dec 1999 should
reveal whether this trend was sustained.

ANEMIA AMONG WOMEN

The prevalence of anemia among non-pregnant
women ranged between 22-47% (seefigure 2), while
it was around 20-30% in 1995.* The prevalence of
anemiawas highest in the slum areas of Jakartaand
Surabaya (30-47%) and lowest in rural Central Java.
However, aso in Central Java, as reported in HKI/
GOl Crisis Bulletin, Yr. 1, Iss. 3 (Oct. 1998), a
comparison of data collected before and after the
onset of the crisis (Jun-Aug 96 and Jun-Aug 98)
showed that the prevalence of anemia among non-
pregnant women was higher after the onset of the
crisis (20% compared to 15%). Among pregnant
women, who formed a relatively small proportion
of the total group of mothers included in the
surveillance samples, the prevalence of anemiawas
also highest in Jakarta, 57-64%, and ranged between
30-45% in most other urban and rural areas (figure
3). While among children the prevalence seemed
higher in Apr-May than in Jan-Mar, the prevalence
of anemia among women (pregnant as well as non-
pregnant) was comparable in these two periods.
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Figure 3. Prevalence of anemia (Hb<110 g/L) in Feb-
Mar '99/Apr-May '99 among pregnant urban and
rural mothers. Bars indicate 95% CI corrected for de-
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INCREASED MICRONUTRIENT DEFICIENCIES

These findings clearly show that Indonesia’s crisis
has a devastating impact on the prevalence and
severity of micronutrient deficiencies (seeaso HKI/
GOl CrisisBulletins, Yr. 1, Iss. 2, 3[Oct. 1998] and
8 [Dec. 1999]). NSS data have also shown that the
increase of micronutrient deficienciesismainly due
to alower consumption of micronutrient-rich foods,
especially animal foods and fortified foods, because
these are also the most expensive foods that have
now becomevery difficult to afford for the majority
of the population.

Among children, the increase of the prevalence and
severity of vitamin A deficiency isless severe than
that of anemia, because the distribution of high-dose
vitamin A capsules has been relatively well-
maintained (see HK1/GOI CrisisBulletin, Yr. 1, Iss.
8, Dec. 1999). The very high prevalence of anemia
callsfor immediate interventionsthat can add to the
existing programs for reducing iron deficiency
anemiaand indicatesthe urgent need for information
about the prevalence and severity of anemiaamong
varioustarget groupsin different areas of Indonesia.

CONCLUSION

The prevalence of anemiaamong young childrenis
very high (50-85%). Also, among women, the
prevalence of anemia is considerably higher than
beforethe onset of thecrisis. Iron deficiency anemia
reduces immunity, productivity, pregnancy
outcome, and mental and psychomotor devel opment.
The high prevalence of anemiawill not only have a
devastating impact on the development of the
individual, but also on that of the nation. Therefore
subsidized micronutrient-rich and energy-dense,
weaning foods for young children, and iron
supplements for women of reproductive age aswell
as for particular groups of children are strongly
recommended.

Recommendations

Based on the findings presented, we recommend
that:

1. Feeding of infants and young children is

improved by:

* promotion of exclusive breastfeeding for the
first 4-6 months of life, including the feeding
of colostrum (first breastmilk produced by
mother after delivery)

* increasing intake of both micro- and
macronutrients by including more fortified
foods (such as micronutrient-rich, energy
dense, weaning foods) and foods of animal
origininthe diet

* increasing feeding frequency

* micronutrient supplementation, particularly
with iron, to those groups among whomiit is
difficult to sufficiently increase
micronutrient-intake through the diet.

Because many familieswill not be ableto afford

commercially available, energy-dense,

micronutrient fortified, weaning foods, such
foods will have to be subsidized and be made
available to specific target groups.

2. Food aid and micronutrient supplements
(particularly ironand vitamin A) areprovided
to pregnant and breastfeeding women in poor
areas.

3. Monitoring of the health and nutrition

situation in urban and rural areas of

Indonesiais continued and expanded in order

to:

* monitor the impact of the crisis on different
subgroups of the population and in different
areas

* identify necessary and appropriate
interventions as well as areas and target
groups that need them the most

* monitor the impact of programs for limiting
the consequences of the crisis on health,
nutrition and education, as is the case with
the Complimentary Food Initiative (see box,
previous page.

4. New initiatives for limiting the risk of
micronutrient deficienciesarewdll piloted and
well tested, in order to allow their adjustment
where necessary.
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TECHNICAL Nutrition Surveillance:
PROGRAMS
SERIES How does it work?

At its most recent meeting in April 2000, the United Nations Administrative
Committee on Coordination/Sub-Committee on Nutrition (ACC/SCN; see box
below) presented the Fourth Report on the World Nutrition Situation® to key
playersin the field of nutrition. Those attending the meeting emphasized the
importance of the timely collection of comprehensive nutritional data, therapid
processing and dissemination of the findingsand their integration in policiesand
programs at national, regional and global levels.

Over the past 50 years, information systems
to monitor and track financial and economic
growth have been established. With
globalization and rapid economic
development throughout the world,
information on economic development has
become very advanced and up-to-date.

Someof thefirst systemsto monitor nutritional
statuswere al so established morethan 50 years
ago. Advances in computer technology and
analytical methods now alow surveillance

Aims of the ACC/SCN

The Administrative Committee on
Coordination (ACC), which s
composed of the heads of the UN
Agencies, recommended the
establishment of the Sub-Committee
on Nutrition (SCN) in 1977 following
the World Food Conference.

The aims of the SCN are:

« toraise awareness of and concern
for nutrition problems at global,
regional and national levels;

« torefine the direction, increase te
scale and strengthen the
coherence and impact of actions
against malnutrition worldwide;

« and to promote cooperation
among UN agencies and partner
organizations.

For more information, please visit
www.unsystem.org/accscn

systems to become more comprehensive and
responsive. Because of our growing
understanding of the importance of nutrition
for social and economic development, high-
tech surveillance systems must be designed
and used to provide insight into the complex
and rapidly changing situationsthat countries
are undergoing. The moment has arrived to
include key nutrition information into
development indices and to accept the
importance of regular, up-to-date nutrition
information, similar to the current economic
andfinancia systems.

With more than 10 years of experience in
operating nutrition surveillance in
Bangladesh, Helen Keller International (HKI)
initiated a nutrition surveillance system in
Indonesiain 1995, in collaboration with the
Government of Indonesia (GOI). Through
these surveillance systems, HKI has
stimulated new discussions on how to use
surveillance to identify the best indicatorsto
monitor a particular situation. Thiswork has
strengthened linkages between different
sectors/fields, ranging from agriculture and
economics to health and demographics. This
report, thefirst of the HKI1 Technical Programs
Series, describes how the HKI/GOI Nutrition
Surveillance System (NSS) works. Future
reports will introduce novel techniques,
methods and analyses that can be used in
nutrition surveillance and health systems.

Nutrition surveillance activitieswere operated

1 ACC/SCN (2000). Fourth Report on the World
Nutrition Stuation. Geneva: ACC/SCN in collaboration
with International Food Policy Research
Ingtitute (IFPRI).
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in Central Javafrom 1995 to 1997. The NSSrestarted in
Central Javain June 1998 and has gradually expanded to
7 other Indonesian provinces, covering both rural and
urban areas, over the past two years (Figure 1, above).
Data are currently being collected from urban slums in
four major cities and seven rural provinces throughout
Indonesia(Figure 2, below). Preparations have al so begun
to further expand the surveillance to two more provinces
by late 2000. The NSS sites were selected based on the
ongoing work of HKI and the United Nations Children’s
Fund (UNICEF) and in consultation with the Government
of Indonesiaand other organizationsworking in nutrition.

Different sampling frames have been applied for therural
and urban areas.? In the rural areas, a multi-stage cluster
sampling design isused to obtain the random sample (see
Figure 4, p3). For instance, Central Java consists of six
ecological zones. From each zone, 30 villagesare selected
by probability proportional to size (PPS) sampling
techniques. Each village providesalist of householdswith
at least one child younger than five years of age. From
this list, 40 households with at least one child less than
fiveyearsof age are selected by fixed interval systematic
sampling (SS). The total sample size for the NSS rura
areasis 33,600 households.

The urban sampleincludes only householdsresidingina

Figure 2. Map of the HKI/GOI NSS project sites.

Current urban slum sites — Jakarta, Surabaya, Semarang and Makassar

slum or shantytown. Two slightly different sampling
frames are used in the urban slum sites. In Jakarta and
Surabaya, ‘kelurahan' (villages) with dumsarelisted and
40 are selected using simple random sampling (SRS)
techniques. Then, within each kelurahan, two to three
‘RukunWarga' (RW; sub-villages) with sumsare sel ected,
for atotal of 80-120 RWSs, or sample clusters, per urban
area. In Semarang and Makassar, the kelurahan stratais
not used and 80 RWswith slum popul ationsare randomly
selected from each of the two cities. Within each RW, 30
householdswith at least one child younger than five years
old residing in the slum are then randomly selected to
participate in the survey round. Thetotal sample sizefor
the four urban slumsis 10,800 househol ds.

Informationiscollected quarterly in al sites (four rounds
per year). The survey teams interview the householdsto
obtain information on household composition, parental
education and occupation, sanitary conditions, land and
livestock ownership, food production and consumption,
vitamin A capsule receipt, child and maternal morbidity
and nutritional knowledge. Weight, height (or length, for
children younger than 24 months) and mid-upperarm

2 Kirkwood B. Essentials of Medical Statistics. Oxford
Blackwell Scientific Publications, 1988.

— are located in DKI Jakarta, East Java, Central Java and South

Sulawesi, respectively. These provinces, except DKl Jakarta, also include current rural sites monitored by the NSS. Other current rural

project sites are the provinces of West Sumatra, Lampung, West Java a

nd West Nusa Tenggara. The provinces of South Kalimantan and

East Nusa Tenggara will be included as rural surveillance sites in late 2000.
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Figure 3. The nutrition
surveillance process

Reporting/information-sharing
(Crisis Bulletins, publications, etc.)

circumference (MUAC) aremeasured from

the mother and underfive child(ren). Blood
samplesare collected from arandom sub-sample

of children and mothershby finger prick to measure
hemoglobin concentration using the HemoCue device
(Angelholm, Sweden).

HKI employs several mechanismsto ensure that the data
are collected properly. The survey teams are carefully
selected and trained and a field supervisor regularly
supervisestheir work. In addition, aquality-control (QC)
team makes random, unannounced visits on asub-sample
of the households that were already visited by a regular
field worker. Thedatacollected by the quality-control team
are compared with those of the field worker, and the
differences in observations are discussed with the
fieldworkers before they embark on anew round of data-
collection.

Data entry is conducted using SPSS Data Entry Builder
for Windows version 1.0. During data entry, validity of
values are checked automatically and, after data entry,
further checks on the data entered are performed. Data
analysisis conducted using SPSS 7.5 for Windows.

A special report (CrisisBulletin) isprepared every month
with the most up-to-date information on the
nutrition/health situation. Theinformation is shared with
both local and internationa audiencesto assist government
and other organizations to develop or revise nutrition-

Questionnaire design/ Training &
e reparation
/ modification v prep
~
—
—
—

I/ —

| Data Collection

|

|

Quality Control analysis

validation & editing

Conclusions and Recommendations

« The HKI nutrition surveillance systems have
been useful tools to monitor nutritional
status over time, to evaluate the nutrition and
health impact of national or sub-national
events such as economic crises and natural
disasters, and to monitor development
programs and conduct special surveys.

« Using the advanced technology that is
available, surveillance systems must be
comprehensive and innovative in the future
in order to monitor the complex and rapidly
changing situations occuring in the world.

« The NSS can be used as a framework to
monitor development programs and to
provide insight into other sectors of
development.

Figure 4. Sampling framework for the HKI/GOI NSS.

related programs.

Prog Jakarta UrbanPoor  Semarang

. . Rural
Through itswork with government and NGO ura Surabaya Areas Makassar
counterparts in Bangladesh and Indonesia, 71 i All kelurahan All Rws
ural provinces . )
HKI/Asia-Pacific has become a leader in P with slums with slums
operating and using nutrition surveillance l SRS
systems. InIndonesia, the NSS has been used 3-6 Ecological 40 kelurahan SRS
locally and internationally to monitor the Zones with slums
health and nutritional impact of the economic } PPs | Purposive
crisis. The NSS works with the DAI Food 30 villages 2.3 RWs 80 RWs
Policy Support Group and the International with slums
Food Insecurity and VVulnerability Information 55 ss 35
and Mapping Systems (FIVIMS) initiativeand
provides data to the World Health 40 households 30 households 30 households
Organization’s (WHO) global anthropometric
database. TheNSSisalso now well positioned 33.600 households
to serve asthe framework to monitor avariety 10,800 households
of de‘/ebpment .prOQram.S in Indonesia and PPS — Probability Proportional to Size
other Asia-Pecific countries. SRS - Simple Random Sampling
SS — Systematic Sampling
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CRISIS BULLETIN

Decreasing prevalence of anemia among
urban children: Does it indicate increased
access to micronutrient-rich foods?

Indonesia’ seconomic crisis, which started in July 1997, caused an increasein the
prevalence and severity of micronutrient deficienciessuch asiron and vitamin A
deficiency. Thisincreasewas mainly dueto thefact that alarge proportion of the
population could no longer afford to purchase micronutrient-rich foods such as
animal products and fortified foods. The prevalence of anemia among young
children (aged 12-23 months), which is a very sensitive indicator for changesin
the quality of the diet, has decreased in urban slum ar eas between January 1999
and January 2000, from 55-85% to 45-70%. While this prevalence is still very

high, it indicates that the nutrition situation isimproving.

For nearly threeyears, Indonesiahasbeen
battling an economic crisis. The crisis
reduced household real income and,
subsequently, food and non-food
consumption. The HKI/GOI Nutrition
Surveillance System (NSS) has been
monitoring theimpact of thecrisisinrural
Indonesia throughout this period. Data
collection wasinitiated in urban slums of
Jakarta, Semarang and Surabayain early
1999 (see Crisis Bulletin Yr 2, Iss 2 for

Figure 1. Trends in the prevalence of anemia (Hb < 1.0 g/
dL) among children aged 12-23 months in urban slum

information on sampling and data
collection methods).

Thedataon anemiafrom these urban sum
areas in Jan-Mar 1999, Apr-May 1999
and Nov 1999-Feb 2000 are shown in
Figures 1 and 2. Figure 1 shows anemia
prevalence among children aged 12-23
months. Between Jan-Mar and Apr-May
1999, the prevalence had decreased in
Jakarta, remained the same in Semarang,
and increased in Surabaya.
However, between Apr-
May 1999 and Nov 1999-
Feb 2000, it had decreased

inal areasfrom 60-80% to

areas.">3
100
90 M FeB 99
80 O APr 99
] N Dec 99 r i

45-70%. A similar trend
was observed among non-

Ly
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v
o
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\
\
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JAKARTA SEMARANG

pregnant mothers(shownin
Figure 2), except in
Semarang, where the
prevalence of anemia in
Nov 1999-Feb 2000 was
similar to that observed in
Jan-Mar 1999.

SURABAYA

1 As assessed by HemoCue in blood obtained from fingertip

2Bars indicate 95%Cl (Confidence Interval) corrected for design effect.
3 Midpoints for the data collection rounds have been plotted: Feb 99 — Jan-

Mar 99; Apr 99 — Apr-May 99; Dec 99 — Oct 99-Feb 00.
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Box 1. Childhood anemia and maternal BMI are sensitive indicators for assessing the impact of

accessibility to food

During the economic crisis, the rupiah was dramatically de-
valued and prices of a great number of consumer goods
increased. These events reduced the purchasing power of
households in Indonesia. For many households, this resulted
in reduced overall food consumption. As shown in many
studies,changes in household income and purchasing power
influence the share of total food expenditure allocated to
more expensive foods, such as meat, eggs, fruit and
commercial foods. We hypothesized that both quality and
quantity of the diet might be negatively affected by the
crisis. In line with the UNICEF conceptual model for
malnutrition (Figure 3), a decline in dietary intake would
likely precipitate increases in malnutrition. Similarly, if food
intake begins to improve (through economic improvement
and/or programs such as the social safety net program that
are implemented to limit the impact of the crisis on the
poorest in the population), the nutritional status would be
expected to improve. Anemia is increasingly recognized as
a good indicator of micronutrient deficiency. Low weight-
for-height (measured as body mass index, or BMI, in adults)
is a responsive indicator to acute changes in theimmediate
causes of malnutrition. The HKI/GOI Nutrition Surveillance
System (NSS) has collected data on anemia prevalence
among and taken weight and height measurements from
women and underfive children since it was first established
in1995.Based on the surveillance of the nutritional situation
since the crisis (both the rapid deterioration and the gradual
improvements over the past year), evidence is growing to
support the use and interpretation of data on childhood
anemia and maternal BMI as sensitive, responsive indicators
to monitor the nutrition situation in times of crisis.

Dietary quality

Economic
Crisis

Yy

| Purchasing

/ power
! Intake expensive | Caloric intake
foods — meat, eggs (cereals, oil)

t Micronutrient t Undernutrition
deficiencies
/ \ Iron tablets
Child Maternal
anemia anemia \

Family Planning
\\ \ \

\ Breastfeeding Sanitation
\ Menstruation Physical
Sanitation \ activity

\

More specific to food accessibility

In the Indonesian situation, the most importantimmediate
cause of anemia (an outcome indicator of undernutrition)
isinadequate intake of iron. Disease is much less important
as an immediate cause, because the most important
diseases that cause anemia — hookworm infestation and
malaria — both have a low prevalence in most areas of
Indonesia.

For children, as opposed to mothers, the main source of iron
is the diet. The best sources of iron in the diet are animal
foods and fortified foods, not only because of a relatively
high content of iron but also because of the relatively high
bioavailability of their iron.Thus,because the economic crisis
reduces purchasing power, which will particularly impact
on the consumption of relatively luxurious foods such as
animal products and industrially-produced fortified foods,
one of the first nutritional consequences of the crisis will be
an increase in the prevalence of anemia among children.

For mothers, there is another important source of iron in
addition to the diet —the iron supplements that are provided,
as prescribed by the government, during pregnancy. Due to
the contribution of supplements to the iron intake of
pregnant women, iron status among mothers may not only
be affected by changes in dietary quality, but could also
reflect the performance of the health care system. During
Indonesia’s crisis, the health care services were relatively well
maintained. Therefore,anemia prevalence is not exclusively
an indicator of the nutritional impact of the crisis among
women, which it is among children, whose iron status
depends mainly on dietary intake.

Dietary quantity
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Adapted from: Bendich A, Deckelbaum RJ (ed.). Preventive Nutrition Vol 1. Humana Press, New Jersey, 2000. In press.
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PREVALENCE (%)

Among mothers, the prevalence of anemiaisnow  the impact of crises on nutrition status.’? The data
amost the same as it was before the onset of the  presented in this Crisis Bulletin provide evidence
crisiswhen it ranged from 20-30%.* Among young  that anemia among young children isindeed avery
children however, the prevalenceisstill considerably ~ good indicator for monitoring the impact of acrisis
higher than the prevalenceamong underfivesof 40%  on the nutrition situation.
that was documented before the onset of the crisis.*

Recommendations
There is considerable evidence that anemia has  Because of the high prevalence of anemia found,
negative consequences on social and economic  we recommend that:

development. Iron deficiency anemia reduces — Subsidized, micronutrient-rich and energy-dense,
immunity, causes lethargy and limits a child’'s weaning foods are provided to young children.
psychomotor and mental development and can  — Iron and/or multimicronutrient supplements are
therefore result in reduced intellectual capabilities. made available for pregnant and breastfeeding
In women, iron deficiency anemia reduces women in poor areas, as well as for particular
productivity and immunity, and in pregnancy it is groups of children.

animportant cause of maternal mortality andleaves  — Monitoring of the prevalence of anemia among
the newborn with low iron stores. The fact that a young children should continue because it isone
very large proportion of Indonesia s population of the best indicators for measuring the impact
suffers from anemia, which is mainly due to iron of the crisis on the nutrition situation, as well as
deficiency, has serious consequencesfor the nation, for measuring recovery from the consequences
at present as well asin the future. of the economic crisis.

Based on thee_xperlenceln I ndoneﬂas_ncethecrl_ss, Figure 3. UNICEF conceptual framework outlining
global recognition to use child anemia to monitor  the causes of undernutrition.

thenutritional consequencesof the crisisisgrowing.

The 4th Report on theWorld Nutrition Situation (Jan ~ Outcomes
2000) by the United Nations Administrative
Committee on Coordination, Sub-Committee on

Undernutrition, death
and disability

Nutrition (ACC/SCN) reportsthat ‘ Indicatorsof diet  jmmediate

diversity and micronutrient status should be  causes Inadequate -
considered leading or early indicatorsfor monitoring dietary intake ~———=  Disease

! Ministry of Health, Republic of Indonesia. Survei kesehatan rumah  Underlying causes 1 \ / 1

tangga (SKRT) 1995, survel morbiditas maternal (Household survey, at household/
survey of maternal morbidity). Jakarta: National Institute for Health  family level
Research and Development, MOH/RI, 1995.

Poor water/sanitation
and inadequate

HEALTH

2 ACC/SCN (2000). Fourth Report on the World Nutrition Stuation. services

Geneva: ACC/SCN in collaboration with International Food Policy \ I /

Research Institute (IFPRI)

Inadequate
maternal and child
CARING
practices

Insufficient access to

FOOD

Inadequate and/or inappropriate knowledge and

. . . discriminatory attitudes limit household access to actual
Figure 2. Trends in the prevalence of anemia (Hb <12.0 resources

g/dl) among non-pregnant mothers*3 \ | /

60 Quantity and quality of actual resources
. —human, economic, and organizational —and
50 EZEB 9999 ?asnc Fauses way they are controlled
J APR in society
DEc 99
40 I
30 Political, cultural, religious, economic, and social systems,
including status of women, limit the use of potential
20 resources
10
Potential resources: environment,
0 technology, people

JAKARTA SEMARANG SURABAYA

 As assessed by HemoCue in blood obtained from fingertip.

2 Barsindicate 95%CI (Confidence Interval) corrected for design effect. Source: UNICEF. The State of the World's Children 1998. Oxford:

8 Midpoints for the data collection rounds have been plotted: Feb 99 — Oxford University Press, 1998.

Jan-Mar 99; Apr 99 — Apr-May 99; Dec 99 — Oct 99-Feb 00. 9
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CRISIS BULLETIN

Decreasing prevalence of maternal wasting:
does it indicate increased access to food?

As a result of the economic crisis, malnutrition among women of reproductive
age increased significantly in rural Central Java. The crisis reduced household
purchasing power and asaresult, poor households purchased and consumed food
that wasinadequatein both caloriesand micronutrients. Encouragingly, a steady
improvement in mater nal wasting has been observed from January to December
1999in theurban sumswherethe HK1/GOI Nutrition Surveillance System collects
data. Maternal BM| appears to be sensitive to changes in food access and is a
good indicator to monitor the impact and the recovery of the economic crisis.

The prevalence of wasting (body mass
index below 18.5 kg/m?) among women
of reproductive age increased
significantly after the onset of the
economic crisis in rural Central Java.'
Thischangewas amost equivalent to the
improvementsin Southeast Asiathat had
been achieved over the previous 30 years.
Malnutrition among women has serious
negative consegquences for social and
economic development. It can reduce
work capacity, increase morbidity and
mortality, lower the energy for household
and caring activities, reduce the quality
of breastmilk and increase pregnancy
complications.

Figure 1. Trends in low body mass index (BMI < 18.5
kg/m?) among non-pregnant women in rural
Central Java and urban slums in three cities*

Based on the important findings from
rural Central Java, women and children’s
nutritional status has been monitored in
sum areasof four citiesover the past year
aspart of the expansion of the NSS.2 This
report presents the findings on wasting
(low body mass index and low weight-
for-height) among women and children
from data collected in Jakarta, Semarang
and Surabayafrom February to December
1999.

As shown in Figure 1, the prevalence of
maternal malnutrition hasdeclinedin both
rural Central Java and in selected urban
slum areas over the past year. The
prevalence of maternal malnutrition was
similar inrura Central Javaand the
three urban slums in Feb. 1999,
however, the pattern of
improvement has been slightly

18
17 | different in rural areas compared to
16 | the urban slums. Malnutrition has
T 5 declined steadily in the urban slums
w14 between February and December
2
513 1999. In Central Java, there was
2. | : o
S o URBAN SLUMS ¥ little decline in the prevalence of
oz 1|
& 11; ] B RURAL CENTRAL JAVA low BMI between February 1999
9 - 1 Helen Kéeller International/Government of
8 Indonesia. Have 30 years of nutritional

FEB 99 APrR 99

test, p <0.001)

Dec 99

*Midpoints for the data collection rounds have been plotted: Feb
99 — Jan-Mar 99; Apr 99 — Apr-May 99; Dec 99 — Oct 99-Feb 00.
2 Differences in prevalence between Feb 99 and Dec 99 are
statistically significant for both urban and rural samples (Chi-sg

improvement in Southeast Asia disappeared in
one year of thecrisis? Ind CrisBul Yr 1, Iss 4,
QOct 1998.

2 Helen Keller International/Government of
Indonesia. Nutrition Surveillance
—How does it work? Ind Cris Bul
Yr 2, Iss 2, Feb 2000.
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Box 1. Maternal BMI and childhood anemia are sensitive indicators for assessing the impact of

accessibility of food

The diagrams below show how the economic crisis in
Indonesia has affected both the quality and quantity
of household food consumption. When purchasing
power is reduced because of the economic crisis, the
household will purchase less food. The first
consequence of this will be a reduced consumption of
relatively luxurious foods, such as animal products and
industrially-produced fortified foods, which will
increase the prevalence and severity of micronutrient
deficiencies. And secondly, the quantity of food
available at household level will be reduced. The
UNICEF framework (Figure 4) shows how diet and
other factors influence malnutrition among women
and children. In the March 2000 Crisis Bulletin, we
reported how childhood anemia appears to be a
sensitive, responsive indicator to monitor both
decreases and improvements in dietary quality. In this
report we share information on changes in dietary
quantity.

For mothers, the most important immediate cause of
a loss in body weight is reduced food intake. Among
mothers,as opposed to young children, disease is much
less important as an immediate cause of a loss in
bodyweight, because the prevalence of disease is
relatively low and generally it does not cause a
substantial loss of weight. When there is less food
available for the household, the mother will first

Dietary quality
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reduce her own food intake before that of her children
and her husband.Therefore, she will be the first to lose
weight when the household’s access to food is reduced.
Also, when the household’s access to food increases
again due to increased purchasing power as a
consequence of economic recovery and/or due to crisis
relief programs, her bodyweight will increase again.

Thus, because maternal bodyweight is mainly affected
by food intake and because mothers will reduce their
own food intake before that of other household
members, a change of the prevalence of maternal
wasting is an early and sensitive indicator for a
reduction, but also for anincrease, of the access to food
athousehold level. The statement above that wasting
among children is not only affected by food intake but
also by disease is supported by Figures 3a and 3b.Figure
3a shows changes of the prevalence of wasting among
children aged 12-23 months and Figure 3b, for children
aged 24-35 months. The pattern of the older children
is much more similar to that observed among mothers
than that of the younger children, because younger
children suffer more from iliness than older children
and the relative impact of illness on their bodyweight
is also larger. Thus, while among mothers and older
children, food intake is the main factor associated with
weight changes, among younger children, illness is
also an important factor.

Dietary quantity
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Adapted from: Bendich A, Deckelbaum RJ (ed.). Preventive Nutrition Vol 1. Humana Press, New Jersey, 2000. In press.
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Figure 2. Trends in low body mass index (BMI
< 18.5 kg/m?) among non-pregnant women in
Jakarta, Semarang and Surabaya’
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! Differencesin prevalence between Feb 99 and Dec 99 are stetistically
significant for al three urban slums (Chi-sq test, p <0.001).

and April 1999, but low BMI declined from 16.5%
in April 1999 to 11.7% in December 1999.

While BMI is declining overall in the urban slums
since February 1999, some differences in the
magnitude and pattern of decline was observed
between the three slumswhere NSS datais coll ected
(Figure 2). The prevalence of malnutrition was
dightly higher in Surabaya in February 1999, but
declinedin April 1999 and remained steady at 13.5%
in December 1999. The prevalence of low BMI has
declined steadily in Jakarta over the past year

Figure 3A. Trends in wasting (weight-for-height
< -2 SDs) among children 12-23 months of age in
Jakarta, Semarang and Surabaya
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Figure 3B. Trends in wasting (weight-for-height < -2
SDs) among children 24-35 months of age in Jakarta,
Semarang and Surabaya
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Figure 4. UNICEF conceptual framework for the
causes of malnutrition
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Source: UNICEF. The State of the World's Children 1998. Oxford:
Oxford University Press, 1998.

(decline from 17% to 12.5%). In Semarang, the
prevalence of low BMI only started to decline
between April 1999 and December 1999. However,
the prevalence of low BMI was similar in Jakarta,
Semarang and Surabayain December 1999.

The rates of wasting (weight for height z-score <-2
SDs) among children have also changed over the
past year. While the pattern is less clear among
children 12-23 months of age (Figure 3a) because
of the different factors that influence nutrition in
these ages, the trends among children aged 24-35
months are more similar to the patterns among
women (Figures 2 and 3b). The prevalence of
wasting declined steadily in Jakarta and Surabaya
among children aged 24-35 months. Rates of wasting
among both age groups are lower in Semarang than
Jakarta or Surabaya, but there was little reduction
over the past year. Malnutrition in children can
impair both physical and cognitive development,
therefore the steady decline observed in Jakarta is
encouraging. However, the prevalence of wastingis
still very high, especially among children aged 12-
23 months.

Recommendations

— Materna BMI appears to be a useful indicator
for an impact of the economic crisis as well as
recovery and/or relief programs and the NSS
should continue to monitor maternal and child
nutritional status.

— Theinformation that will be generated should be
used to evaluate ongoing programs and to plan
future programs, and the data can provide useful
insight into the use of anthropometric indicators
to monitor crises and development/relief
programs.
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Vitamin A Capsules: Red and Blue
What’s the difference?

In 1999, children 6-11 months of agewereadded asa new target group for routine
vitamin A supplementation in Indonesia. These younger children should receive
100,000 1U of vitamin A, half the dosage recommended for older children. The
reason for expanding the target group isto promote good nutritional status and
prevent mor bidity and mortality among children at an earlier age. To meet this
need, efforts are being made to distribute 100,000 1U (blue-colored) capsules

around the country.

At the end of 1999, an updated set of
national policy guidelines for the
acceleration of vitamin A
supplementation program activities was
published in Indonesia. That publication
provides a concise reference for policy
makers, program managers and health
workers across the country about the
consequences of vitamin A deficiency,
why acceleration programs should be
conducted, who thetarget groupsare, how
the approach would be carried out, and
what dosages of vitamin A should be
administered.

Currently, two different types of vitamin
A capsules are being used for routine
supplementation activities in Indonesia
red 200,000 I U capsulesand blue 100,000
IU capsules. However, some policy
makers, program managers and health
service providersmay still have questions
on why the 100,000 IU (blue) vitamin A
capsules are now being distributed and
how they should be used.

This bulletin (published in English and
Bahasalndonesia) providesabrief outline
of the vitamin A supplementation
program activitiesfor preschool children
and describes the different types and
sources of vitamin A capsules that have
been used to support these programsfrom
the 1970s to the present.

History of vitamin A supplementation
for preschooal children in Indonesia

In the early 1970s, a pilot project to
distribute 200,000 IU vitamin A capsules
to approximately 100,000 children aged
1-5 years was launched in 20 districts of
Java as a collaborative effort by the
Government of Indonesia (GOI) and
Helen Keller International (HKI). That
project represents one of the earliest
phases of widespread community-based
supplementation activities in Indonesia.
Based on the success of that initial pilot
program, the GOI decided to expand
vitamin A distribution activities to reach
over 7 million children. At that time, the
United Nations Children’s Fund
(UNICEF) distributed 200,000 U
vitamin A capsules to support the
program activities. The early vitamin A
capsuleswere orangein color becausethe
vitamin A-containing oil was encased in
aclear gelatin capsule.

In the past 30 years, humerous changes
have taken place in both the nationwide
vitamin A supplementation program and
the system for vitamin A capsule
production and procurement. The scope
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and intensity of program activitieshave alternatively
expanded and contracted in response to the
nutritional situation in the country, new target groups
for vitamin A supplementation have been added, the
national pharmaceutical industry in Indonesiabegan
to produce capsulesfor usein the routine vitamin A
supplementation program, and in the mid-1990s, the
GOl became one of the first governments in the
world to fully assumethe costs of procuring capsules
for a national vitamin A supplementation program
for preschoal children.

Vitamin A capsule production and procurement

Since the 1970s, several changes have taken place
in the system used to procure vitamin A capsules
needed for the routine supplementation program. Up
until the mid-1990s, the capsules were procured
primarily with the financial and logistical support
of UNICEF Initially, children 1-5 years of agewere
the only target group for routine supplementation
and the 200,000 U vitamin A capsulesweretheonly
type of capsules required.

With the help of UNICEF, similar program activities
werelaunched in the 1980sin other countrieswhere
vitamin A deficiency threatened the health and
survival of preschool children. At thetime, research
findings were indicating that children even younger
than 1 year of age would also benefit from routine
vitamin A supplementation and children 6-11 months
of age were officialy included as atarget group for
supplementation in some countries. The
recommended dosage for this younger age group is
100,000 IU of vitamin A, half the dosage
recommended for older children. To meet the need
for vitamin A capsules for these younger children,
pharmaceutical companies began producing capsules
containing 100,000 1U of vitamin A.

In the 1990s, pharmaceutical companies around the
world began to adopt a standardized color-coding
scheme for the production of vitamin A capsules
containing different dosages of vitamin A. In many
countries, theinternal contentsof vitamin A capsules
can now be identified by their external color as
follows: 200,000 U (red) and 100,000 U (blue).

The pharmaceutical industry in Indonesia used the
same color-coding scheme when they began
producing vitamin A capsules for the national
supplementation program in the 1990s. As aresult,
supply managers and health service providersinthe
district health offices, Puskesmas (community health
centers) and Posyandu (village health posts) can

Figure 1. Promotional brochure about the new
target group of children aged 6-11 months and the
100,000 IU blue vitamin A capsules

clearly distinguish between the stocks of 100,000
IU capsules intended for children 6-11 months old
and the stocks of 200,000 U capsules for children
1-5yearsold.

Economic crisisin Indonesia

The Asian economic crisisthat beganin 1997 caused
a decline in household purchasing power and
decreased families’ ability to buy relatively
expensive foods such as eggs and meat — foods that
are particularly rich in vitamin A. Data collected by
the GOI/HKI Nutrition Surveillance System (NSS)
documented an increase in the prevalence of night
blindness and concerns began to rise about the re-
emergence of vitamin A deficiency in some areas of
thecountry (seeCrisisBulletin Yr 1, 1ss2, Oct 1998).
Renewed efforts were called for to support vitamin
A supplementation activities for children at highest
risk — including children living in the urban slum
areas where vitamin A capsule coverage rates were
low and children 6-11 months old.
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Introduction and promotion of a new target
group: 6-11 month old children

Inearly 1999, following theinternational guidelines,
children 6-11 months old were added asanew target
group for routine vitamin A supplementation. This
was done to minimize the impact of the economic
crisis on the nutritional status of this age group.
Stocks of the 100,000 1U (blue) vitamin A capsules
required to reach this new target group for a one-
year period were procured through UNICEF and
distributed by the GOI.

In order to promote this new target group to the
public, a special media campaign was launched in
early 2000. The campaign included TV and radio
broadcasts, banners and signboards for Puskesmas
and Posyandu facilities, and technical flyers about
the new target group that were distributed to the
district health offices (see Figure 1). According to
the estimates gathered from the district health offices
immediately following the February 2000
distribution month, the stocks of 100,000 1U capsules
on hand would be insufficient to supply the
Puskesmas and Posyandu facilities with their needs
for the August 2000 vitamin A distribution month.

The Vitamin A Working Group, formed at the end
of 1999 and comprised of membersfrom the Ministry
of Health (MOH), the national pharmaceutical
industry, UNICEF, HKI and other institutions, is
currently working to ensure that adequate supplies
of all vitamin A capsules required for the August
2000 distribution month are being procured.
However, ingtitutionalizing the procedures, required
to procure the new 100,000 IU vitamin A capsules
on aroutine basis, may take the longer than initialy
anticipated. One important reason for this delay is
the current process of decentralization, which will
have an effect on how all vitamin A capsules are
procured and distributed. The change in procedure,
unfamiliarity among provincial/district health
workers with the new blue capsule and the large
program coverage area also contribute to the delay.

Even though the red and blue capsules were
specifically designed for use among different target
groups, the only difference between the capsulesis
the dosage of vitamin A. One solution to atemporary
shortage in 100,000 U capsules is to train local
health care workers to dose children aged 6-11
months with half the contents of a 200,000 1U (red)
capsule. Thisapproachisroutinely used in countries
wherethelower dose 100,000 U capsuleshave never
been available. In 1995, the MOH established a

Figure 2. Alternative scenarios for vitamin A capsule
supply in August 2000

Type of Supply at Actionin
vitamin A Puskesmas/ August 2000
capsules Posyandu facility
Red capsules Adequate Dose children aged
(200,000 1U) 1-5 yrs with a
red capsule
Blue capsules Adequate Dose children aged
(100,000 IU) 6-11 months with a
blue capsule
Inadequate Dose children aged

6-11 months using
half the drops in a
red capsule

precedent for using this approach in Indonesia for
the treatment of xerophthalmia and measles in
Bengkulu province, when it issued guidelines
describing the half-dosing method. Although
providing adequate stocks of the 100,000 1U capsule
waswhat was originally planned to meet the program
needs for the new target group of younger children,
this may not be possible in all locations. The
objective in starting program activities for the new
target group of younger children is to help protect
their health. If an alternative strategy for dealing with
an inadequate supply of 100,000 |U capsules is
devel oped, then children 6-11 months old who come
to the Puskesmas and Posyandu health facilities
during the August 2000 campaign will not leave
without receiving an appropriate dose of vitamin A.

Recommendations

 Prior to the August 2000 distribution campaign,
a coordinated effort should be made to ensure
that adequate supplies of both red and blue
capsules reach the field level.

» The potential for a shortage of blue capsules
should be considered and a contingency plan
developed.

» Thefunctionsof the existing procurement system
should be determined and the means by which a
decentralized system can be strengthened and
streamlined to avoid shortages in the future
should be explored.

» Themeans by which the the existing distribution
system can be strengthened should be explored.

» Alongwith an emphasison adequate procurement
and distribution, more intensive promotional
efforts should be made to educate all levels of
the governmental distribution system and local
communities about the new target group (children
aged 6-11 months).
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Nutrition Surveillance in rural West Java
Key results for the period: Feb 1999 — Feb 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢ affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on thepopulation. Thisbulletin reportsthemain findingsfor West Java ascollected

in the period Feb 1999 — Feb 2000.

Selection of households

For each round of data collection, a new
sample of households was selected. For this
purpose, the whole of West Java, excluding
Jakarta, was divided into four ecological
zones. Per zone, 30 villages were selected by
PPS sampling (probability proportional to
size, thus the larger villages have a greater
chance of being selected). Per village, 40
households with at least one underfive child
were randomly selected by systematic
sampling. For thelatter, each villagewas asked
to prepare a list of all households with
underfive children. Fromthislist, households
were selected based on an interval that was
determined by the size of the village. For
example, inavillagewith 200 househol dswith
underfive children, every fifth household
would be selected. The total number of
households selected from West Java per round
of data collection was 4,800 (4 zones x 30
villages x 40 households).

Period of data collection

Datareported herewere collected in West Java
in Feb-Mar 1999, Apr-May 1999 and Dec
1999-Feb 2000.

Data collected
Data collected included information on
household composition, parental education

and occupation, sanitary conditions, land and
livestock ownership, food production and
consumption, vitamin A capsule (VAC)
receipt, child and maternal morbidity, and
nutritional knowledge. Weight, height and
mid-upper-arm circumference of mothersand
their underfive children were measured, and
blood was collected by finger prick from a
random subsample for assessment of
hemoglobin concentration.

Findings presented
In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
Central Java, East Java, West Sumatra, South
Sulawesi, Lampung, and Lombok, and slums
of the following urban areas: Jakarta,
Semarang, Surabaya, Makassar, and the four
largest cities in West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
as well as in West Java, are
described.
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites, the
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Fig 2. Mothers without formal education
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availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). West Java —
Approximately 1 in 2 households in West Java had
adequately iodized salt and that proportion had not
changed much between Jan 1999 and Feb 2000.

Mother s without formal education (see Fig 2)
Wheat is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. West Java — The proportion of
mothers without education was small (5%).

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed. For analysis, data from all rounds were
pooled together.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. West Java—The proportion of fathers
without education was small (3.3%).

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
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whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 1999 and Feb 2000.
West Java— The proportion of couplesin West Java
who practiced family planning was among the
highest in the NSS sites.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
West Java — Only 40-45% of infants younger than 4
months old was exclusively breastfed.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal cul ated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%). West
Java — Coveragein Aug’ 99 was the highest among
all NSS sites.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months, by distribution month
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Fig7. VAC coverage among children aged 12-59
months, by distribution month
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. West Java — Contrary to
most NSS sites, coverage in West Java increased
between Feb and Aug ' 99.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%. West
Java—Only 1inevery 5-6 women received avitamin
A capsule after delivery and coverage decreased
between early 1998 and late 1999.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiaprevalence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
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and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
However, the dtill very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. West Java— The prevalence decreased
in the second half of 1999, but was still very high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. West Java —
Prevalence decreased in the second half of 1999 and
was the same as pre-crisis levels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting is defined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisaso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%. West
Java — Prevalence of maternal wasting remained
more or less the same between Jan 1999 and Feb
2000.

Child wasting, 12-23 months old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is

Fig 10. Anemia among non-pregnant women
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Fig 1. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
(HAZ <-2 SD)
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Fig 14. Underweight children aged 12-23 months
(WAZ <-2 SD)
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Fig 15. Maternal diarrhea in week prior to interview
4

usually found only in emergency or disaster
situations.

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalence is still very high (8-32%). West Java —
The prevalence of wasting was less than half that
observed in Jakarta, but the trend was the same: an
increase followed by a decrease.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among areasindicatesadifference of dietary quality
for arelatively long period of time (at least a few
years).

Data coll ection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. West Java — The
prevalence of stunting is among the lowest in the
NSS sites, but still relatively high, indicating that
the quality of the diet is relatively poor (low
micronutrient content).

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
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for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. West Java — The




HKI Indonesia Crisis Bulletin Yr. 2, Iss. 6, Jun-Sept 2000

prevalence of underweight children was among the
lowest inthe NSS sites, asthe preval ence of stunting
is a'so among the lowest.

Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
West Java - The prevalence of diarrhea among
mothers was higher than in most other rural NSS
sites and comparable to that found in Lombok.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. West Java — 1 in
every 6 children suffered from diarrhea during the
week preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview
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vitamin A capsule (VAC) distribution, have been
relatively well maintained. VAC coverage among
the new target group of children aged 6-11 months
has increased, while good coverage among older
children (aged 12-59 months) should be maintained
in most areas and increased in particular areas such
as urban slums. VAC coverage among mothers
within one month after delivery needsto beincreased
inall areas. Theuseof iodized saltistill increasing.
The prevalence of anemia, which is still very high
particularly among young children, calls for efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needsand current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

West Java

In rural West Java, recovery from the crisis has
clearly commenced. Compared to other areas of the
country, the province performs average to better.
Particular attention needs to be paid to the high
prevalence of anemiaamong underfive children, the
relatively small proportion of households that uses
iodized salt, and the low coverage of vitamin A
capsules among mothers within one month after
delivery.
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Nutrition Surveillance in Central Java
Key results for the period: Nov 1998 — Nov 1999

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reports the main findings for Central Java as
collected in the period Nov 1998 — Nov 1999.

Selection of households

For each round of data collection, a new
sample of households was selected. For this
purpose, thewhole of Central Javawasdivided
into six ecological zones. Per zone, 30 villages
were selected by PPS sampling (probability
proportiona to size, thus the larger villages
have a greater chance of being selected). Per
village, 40 households with at least one
underfive child were randomly selected by
systematic sampling. For the latter, each
village was asked to prepare a list of all
househol dswith underfive children. Fromthis
list, households were selected based on an
interval that was determined by the size of the
village. For example, in a village with 200
householdswith underfive children, every fifth
household would be selected. The total
number of households selected from Central
Java per round of data collection was 7,200
(6 zones x 30 villages x 40 househol ds).

Period of data collection

Data reported here were collected in Central
Javain Nov 1998-Jan 1999, Apr-May 1999,
and Sept-Nov 1999.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and

livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, East Java, West Sumatra, South
Sulawesi, Lampung, and Lombok, and slums
of the following urban areas: Jakarta,
Semarang, Surabaya, Makassar, and the four
largest cities in West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin Central Java, are described.

@

Helen Keller
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Helen Keller International is a division of Helen Keller Worldwide
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Fig 3. Fathers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites, the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Central Java—The
proportion of households with adequately iodized
salt was very high and stable throughout 1999.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Central Java — The proportion of
motherswithout education was among the lowest in
all the NSS sites.

Fathers without formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed. For analysis, data from all rounds were
pooled together.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Central Java — The proportion of
fathers without education was among the lowest in
all the NSS sites.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
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whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb '00.
Central Java— The proportion of couplesin Central
Javawho practiced family planning was among the
highest in all the NSS sites.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Central Java — The
proportion of infants younger than 4 months of age
that was exclusively breastfed was average, when
compared to other NSSsites, but relatively low (45-
55%).

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal cul ated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in al NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coveragewas still relatively low (13-49%). Central
Java— Coverage was below 30%, whichislow, also
when compared to the other NSS sites.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months, by distribution month
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Fig 7. VAC coverage among children aged 12-59
months, by distribution month
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months
(Hb <10 g/L)
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Central Java —In Aug ' 98
and Feb’ 99, coveragewasrelatively high, but it was
lower in Aug ' 99.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. Women were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverageranged from 5to 40%. Central
Java — Coverage was relatively high because of the
special program that started in 1996, but decreased
later in 1999.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
Beforelndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
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and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
However, the dtill very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Central Java — Although prevalence
wasamong thelowest observed, it was still very high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalencesfound: 20-47%. Central Java
—Prevalencewasrdlatively low, comparableto pre-
crisis levels, and stable throughout 1999.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting is defined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalencesfound: 10-21%. Central
Java —Inlate 1998 and early 1999, prevalence was
high, but it had decreased very much by the end of
1999.

Child wasting, 12-23 months old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
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Fig 14. Underweight children aged 12-23 months

(WAZ <-2SD)

70

60

50
£
g 40 33 34 33
E
2 30
o
o
(-9

20

10

0

Nov 98-JaN'99  Apr-MAY '99 SEPT-Nov '99

Fig 15. Maternal diarrhea in week prior to interview
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usually found only in emergency or disaster
situations.

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalenceisstill very high (8-32%). Central Java—
The prevalence of wasting among children was the
lowest in all the NSS sites and it was stable
throughout 1999.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data coll ection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Central Java — The
prevalence of stunting wasrelatively high, but might
be declining.

Child underweight, 12-23 monthsold (see Fig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. Central Java — The
prevalence of underweight was among the lowest
observed, which is mainly explained by the low
prevalence of wasting.
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Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
slightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Central Java — The prevalence of diarrhea was the
lowest observed.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Central Java— The
prevalence of child diarrhea was also the lowest
observed.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview
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(aged 12-59 months) should be maintained in most
areasand increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. The use of iodized salt is still increasing. The
prevalence of anemia, which is still very high
particularly among young children, calls for efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needsand current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing else
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Central Java

In Central Java, the impact of the crisis has been
among the smallest observed, and the province is
among the ‘ best-off’ among the areas surveyed. The
main areas that need attention are the maintenance
of good coverage of high-dose vitamin A capsules
among children aswell asamong women within one
month after delivery, and reducing the prevalence
of anemia among underfives through iron or multi-
micronutrient supplementation.
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Nutrition Surveillance in Jakarta
Key results for the period: Jan 1999 —Jan 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on thepopulation. Thisbulletin reportsthemain findingsfor slum areasof Jakarta
as collected in the period Jan 1999 — Jan 2000.

Selection of households

For each round of data collection, a new
sample of householdswas selected. |n Jakarta
and Surabaya, the following steps were taken
for their selection. First, kelurahan (or village-
level administrative units) with slums were
identified. Then, the particular RwW (or hamlet/
subvillage-level administrative unit) of the
kelurahan with slumswereidentified, and 3-6
RWs were then randomly selected per
kelurahan, toarrive at atotal of 80 RWs. From
each RW, 30 households with underfive
children situated in a slum area (often, only
part of the RW is a slum area) were then
selected by systematic sampling. For Jakarta,
threedifferent dum areaswereidentified, from
each of which atotal of approximately 80 RWs
was selected for the first round of data
collection (3 x 80 x 30 = 7,200 households)
and 40 for each subsequent round (3 x 40 x
30 = 3,600 househol ds).

Period of data collection

Data reported here were collected in Jakarta
in Jan-Mar 1999, Apr-May 1999, and Nov
1999-Jan 2000.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and

livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, Lampung, and
Lombok, and slums of the following urban
areas. Semarang, Surabaya, Makassar, and the
four largest citiesin West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin Jakarta, are described.

@

Helen Keller
WOORLDWIDE

Helen Keller International is a division of Helen Keller Worldwide
The Indonesia Crisis Bulletin is published by Helen Keller International/Indonesia
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
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Fig 2. Mothers without formal education

TERTIARY

NONE
SENIOR HIGH 1%

PRIMARY

56%

Fig 3. Fathers without formal education
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in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites, the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Jakarta—Nearly 1
in 2 households in Jakarta had adequately iodized
salt and that proportion slightly increased between
Jan and Apr 1999.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Jakarta—The proportion of mothers
without education was dlightly high, especially when
compared to the other urban slum NSS sites.

Fathers without formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Jakarta — The proportion of fathers
without education was small.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked




HKI Indonesia Crisis Bulletin Yr. 2, Iss. 8, Jun-Sept 2000

whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb '00.
Jakarta—Nearly 70% of couplesin Jakartapracticed
family planning.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Jakarta — The proportion of infants younger than 4
months that was exclusively breastfed was among
the lowest observed.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal cul ated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in al NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coveragewas still relatively low (13-49%). Jakarta
—Coveragewasrdatively low, but doubled between
Feb and Aug ' 99.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
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Fig 6. VAC coverage among children aged 6-11
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Fig7. VAC coverage among children aged 12-59
months, by distribution month
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
months. Since the capsule distribution months
(February and August) were introduced in 1991,
coverage has increased to 60-80%.

Data collection method. Same as for children aged
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months
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6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Jakarta — Coverage was
nearly thelowest observed and urban Slum areashave
therefore been selected asapriority target group for
the next distribution rounds for vitamin A capsules.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5to0 40%. Jakarta
— Only 1in every 5 women received a vitamin A
capsule after delivery and coverageincreased dightly
between early 1998 and late 1999.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfive children
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
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young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
However, the still very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Jakarta — The prevalence was the
highest observed, and although it declined
throughout 1999, it was still alarmingly high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Jakarta — In
early 1999, prevalence was very high. But by the
end of the year, it had returned to pre-crisis levels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting isdefined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisaso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalencesfound: 10-21%. Jakarta
— Prevalence of maternal wasting declined
throughout 1999.

Child wasting, 12-23 months old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of

Fig 10. Anemia among non-pregnant women
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
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Fig 14. Underweight children aged 12-23 months
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Fig 15. Maternal diarrhea in week prior to interview
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illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseismost likely
due to an increase in access to food, but overal the
prevalenceistill very high (8-32%). Jakarta— The
prevalence of wasting was the worst observed and
isstill very high.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data collection method. Here, stunting isdefined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Jakarta — The
prevalence of stunting is among the lowest in the
NSS sites, but still relatively high, indicating that
the quality of the diet is relatively poor (low
micronutrient content).

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. Jakarta — Prevalence
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of underweight was average, because although
prevalence of stunting wasrelatively low, prevalence
of wasting was very high.

Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
slightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Jakarta—Theprevaence of diarrheaamong mothers
was among the highest observed.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slumsthan in rural NSS sites because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Jakarta — Of every
5-6 children 1 suffered from diarrheaduring the week
preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
specia programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview
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vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverageamong older children
(aged 12-59 months) should be maintained in most
areasand increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. Theuse of iodized st isstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturaly rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Jakarta

In Jakarta, recovery from the crisis has clearly
commenced. However, the prevalence of wasting and
anemia, particularly among young children, is still
very high. The coverage of vitamin A capsules needs
tobeimproved among al children aswell asmothers,
and more households should use iodized salt.
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Nutrition Surveillance in East Java
Key results for the period: Feb 1999 — Feb 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on thepopulation. Thisbulletin reportsthemain findingsfor East Java ascollected

in the period Feb 1999 — Feb 2000.

Selection of households

For each round of datacollection anew sample
of householdswas selected. For this purpose,
the whole of East Java, excluding Surabaya,
was divided into three ecological zones. Per
zone, 30 villages were selected by PPS
sampling (probability proportional to size, thus
the larger villages have a greater chance of
being selected). Per village, 40 households
with at least one underfive child were
randomly sel ected by systematic sampling. For
the latter, each village was asked to prepare a
list of al householdswith underfive children.
From thislist, househol dswere selected based
on aninterval that was determined by thesize
of the village. For example, in avillage with
200 householdswith underfive children, every
fifth household would be selected. The total
number of househol ds selected from East Java
per round of data collection was 3,600 (3
zones x 30 villages x 40 households).

Period of data collection

Datareported herewere collected in East Java
in Feb-Mar 1999, Apr-May 1999, and Dec
1999-Feb 2000.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and

livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, West Sumatra, South
Sulawesi, Lampung, and Lombok, and slums
of the following urban areas: Jakarta,
Semarang, Surabaya, Makassar, and the four
largest cities in West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin East Java, are described.

@
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Helen Keller International is a division of Helen Keller Worldwide
The Indonesia Crisis Bulletin is published by Helen Keller International/Indonesia
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Fig 3. Fathers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). East Java— By the
end of 1999, approximately 65% of households had
adequately iodized salt, an increase of nearly 20%
within ayear.

M other s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. East Java — The proportion of
mothers without education was relatively large.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed. For analysis, data from all rounds were
pooled together.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. East Java—The proportion of fathers
without education was aso relatively large.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
whether she and her husband were currently
practicing family planning.
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Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb *00.
East Java — The proportion of couplesin East Java
who practiced family planning was among the
highest in the NSS sites.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
East Java — Only 30-40% of infants younger than 4
months of age was exclusively breastfed.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal cul ated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coveragewasstill relatively low (13-49%). East Java
— Coverage in Aug '99 was among the highest in
the NSS sites.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months, by distribution month
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Fig 7. VAC coverage among children aged 12-59
months, by distribution month
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. East Java— There was a
dlight decrease of coverage between Feb and Aug
'99.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. Women were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%. East
Java—Despite anincrease of coverage between early
1998 and late 1999, coveragewasstill very low (only
16%).

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
Beforelndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
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and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
However, the dtill very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. East Java — The prevalence remained
more or |less the same throughout 1999 and is very
high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. East Java —
Prevalence remained more or less the same
throughout 1999 and was higher than before the
onset of the crisis.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting isdefined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisaso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%. East
Java — Prevalence of maternal wasting remained
more or less the same between Feb 1999 and Feb
2000.

Child wasting, 12-23 months old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months

(WHZ <-2SD)
40
35
30
g 25
4
o
£ 20
2 14
g s 2 i
10
5
0 T T
FEB-MAR '99 APrR-MAY '99  DEec '99-FeB '00



HKI Indonesia Crisis Bulletin Yr. 2, Iss. 9, Jun-Sept 2000

Fig 13. Stunting among children aged 12-23 months
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Fig 14. Underweight children aged 12-23 months
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Fig 15. Maternal diarrhea in week prior to interview
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as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalence is still very high (8-32%). East Java —
The prevalence of wasting declined throughout 1999
and by the end of the year it was just above 10%.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data collection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. East Java — The
prevalence of stunting was high and nearly stable
throughout 1999.

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. East Java — The
prevalence of underweight was relatively high and
amost the same throughout the year.
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Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
East Java — The prevalence of diarrhea among
mothers was relatively low.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. East Java—Onein
every 7-10 children suffered from diarrhea during
the week preceding the interview and prevalence
increased toward the end of 1999.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children

Fig 16. Diarrhea among children aged 12-23 months
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(aged 12-59 months) should be maintained in most
areasand increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. Theuse of iodized saltisstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

East Java

Inrural East Java, recovery fromthecrisishasclearly
commenced. Compared to other NSS sites, the
province performs average. Particular attention
needs to be paid to the high prevalence of anemia
among underfives, the relatively small proportion
of households that uses iodized salt, the too early
introduction of complementary food to infants, and
to maintaining vitamin A capsule coverage among
underfives and increasing it among 6-11 month old
children and among motherswithin one month after
delivery.



Helen Keller
WORLDWIDE

Helen Keller International
a division of
Helen Keller Worldwide

FOR INFORMATION AND CORRESPONDENCE, CONTACT:

Dr. Dini Latief

Directorate of Community Nutrition
Ministry of Health

JI.H.R.Rasuna Said

Blok X 5 Kav. 4-9

Jakarta 12950

Indonesia

Tel (62-21) 520-3883

Fax (62-21) 521-0176

E-mail: latieffs@centrin.net.id

Dr. Soewarta Kosen

National Institute for Health

Research & Development

JI Percetakan Negara No. 23A

Jakarta 10560

Indonesia

Tel (62-21) 424-3314 / 426-1088 ext. 192
Fax (62-21) 421-1845

E-mail: kosen@centrin.net.id

« Dr. Martin W. Bloem
Regional Director/Country Director
E-mail: mwbloem@compuserve.com
« Dr. Regina Moench-Pfanner
Regional Coordinator
E-mail: remoench@cbn.net.id
« Dr. Saskia de Pee
Regional Nutrition Research Advisor
E-mail: sdepee@compuserve.com

Helen Keller International
Asia-Pacific Regional Office
P.O.Box 4338

Jakarta Pusat

Indonesia

Tel (62-21) 719-9163 / 719-8147
Fax (62-21) 719-8148

For general enquiries:
Federico Graciano
E-mail: fgraciano@hki-indonesia.org

« Lynnda Kiess

Nutrition Surveillance System

Program Director

E-mail: Ikiess@hki-indonesia.org
» Mayang Sari

Head of Nutrition

E-mail: msari@hki-indonesia.org
« Dr.Roy Tjiong

Deputy Director

E-mail: rtjiong@hki-indonesia.org

Helen Keller International
Indonesia Country Office
P.O.Box 4338

Jakarta Pusat

Indonesia

Tel (62-21) 719-9163 / 719-8147
Fax (62-21) 719-8148

© 2000 Helen Keller Worldwide

Reprints or reproductions of portions or all of this document are encouraged provided due
acknowledgment is given to the publication and publisher

Projects carried out by HKI-Indonesia in collaboration with the above organizations are funded by the
United States Agency for International Development (USAID).

This publication was made possible through support by the Office of Population, Health and Nutrition,
USAID/Indonesia Mission, under the terms of Award No. 497-A-00-99-00033-00. The opinions expressed
herein are those of the author(s) and do not necessarily reflect the views of the US Agency for International
Development.



Year 2, Issue 10
Jun-Sept 2000

Provincial Findings
Nov 1998 - Jun 2000
IsSUEs 6-17

CRISIS BULLETIN

— INDONESIA
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Nutrition Surveillance in Surabaya
Key results for the period: Jan 1999 — Feb 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reports the main findings for urban slums in
Surabaya as collected in the period Jan 1999 — Feb 2000.

Selection of households

For each round of data collection, a new
sample of househol dswas selected. In Jakarta
and Surabaya, the following steps weretaken
for their selection. First, kelurahan (or village-
level administrative units) with slums were
identified. Then, the particular RwW (or hamlet/
subvillage-level administrative unit) of the
kelurahan with lumswereidentified, and 3-6
RWs were then randomly selected per
kelurahan, to arrive at atotal of 80 RWs. From
each RW, 30 households were selected by
systematic sampling. For the latter, each RW
was asked to prepare alist of all households
with underfivessituated in aslum area (often,
only part of theRW isadum area), fromwhich
households were then selected based on an
interval that was determined by the size of the
RW. Thetotal number of households selected
from Surabaya per round of data collection
was 2,400 (80 RWs x 30 households).

Period of data collection

Datareported herewere collected in Surabaya
in Jan-Mar 1999, Apr-May 1999, and Dec
1999-Feb 2000.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and

livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, Lampung, and
Lombok, and slums of the following urban
areas: Jakarta, Semarang, Makassar, and the
four largest citiesin West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin Surabaya, are described.
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Surabaya — The
proportion of househol dsthat had adequately iodized
salt was high and increased steadily throughout 1999.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Surabaya — The proportion of
mothers without education was relatively low.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. Data collection method
(where more than one round is reported):

All motherswere asked how many years of education
their husbands had completed. For analysis, data
from all rounds were pooled together.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Surabaya—The proportion of fathers
without education was relatively low.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.
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Data collection method. Respondents were asked
whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb ' 00.
Surabaya — The proportion of couplesin Surabaya
who practiced family planning was among the
highest in the NSS sites.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Surabaya — Only 25-40% of infants younger than 4
months was exclusively breastfed.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%).

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months, by distribution month
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Fig7. VAC coverage among children aged 12-59
months, by distribution month
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)

Surabaya — Coverage was average when compared
to the other NSS sites and needs to be increased.

Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Surabaya — Coverage was
relatively high and had increased by Aug 99.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)
What is indicated. Vitamin A deficiency is also
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Fig 9. Anemia among children aged 12-23 months
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highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%.
Surabaya — Coverage among mothers was among
the lowest observed.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfive children
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.
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Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
However, the still very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Surabaya — Prevalence was amongst
the highest observed.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Surabaya —
Prevalencewasrelatively high and did not decrease
very much in the second half of 1999.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting isdefined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisaso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%.
Surabaya — Prevalence of maternal wasting washigh
early 1999, but had already decreased by Apr-May.

Child wasting, 12-23 months old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)

50

45
40
34
35
g 29 30
z 30
=}
E 25
e
o 20
o
(-9
15
10
5
0 T T

JAN-MAR '99 APrR-MAY '99  DEec '99-FeB '00

Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
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Fig 14. Underweight children aged 12-23 months
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Fig 15. Maternal diarrhea in week prior to interview
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as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseismost likely
due to an increase in access to food, but overal the
prevalence is still very high (8-32%). Surabaya —
The prevalence of wasting wasvery high andit only
decreased dlightly between May and Dec 1999.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data coll ection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Surabaya — The
prevalence of stunting showed a steady decline and
was among the lowest observed, but still relatively
high, indicating that the quality of the diet is
relatively poor (low micronutrient content).

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
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prevalences found: 32-60%. Surabaya — The
prevalence of underweight was relatively high,
mainly due the high prevalence of wasting.

Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Surabaya — The prevalence of diarrhea among
mothers declined steadily throughout 1999.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Surabaya — Onein
every 7-10 children suffered from diarrhea during
the week preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problemshas started to decrease
inmost areas, indicating that recovery fromthecrisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview

35

30
25
3
z 20
=}
& 14
e 15 13
g
& 10
10
5 I
0 T T

JAN-MAR '99 APR-MAY '99  DEc '99-FeB '00
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverageamong older children
(aged 12-59 months) should be maintained in most
areasand increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. Theuse of iodized st isstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needsand current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Surabaya

In the urban slums of Surabaya, recovery from the
crisis has commenced. Particular attention needs to
be paid to the high prevalence of anemia among
underfive children and women, too early cessation
of exclusive breastfeeding, and the relatively low
coverageof vitamin A capsulesamong children aged
6-11 months and among mothers within one month
after delivery.
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Nutrition Surveillance in Semarang
Key results for the period: Feb — Oct 1999

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reports the main findings for urban slums in
Semarang as collected in the period Feb-Oct 1999.

Selection of households

For each round of data collection, a new
sample of households was selected. In
Semarang and Makassar, the following steps
were taken for the selection of households
from slum areas. RWs (or hamlet/subvillage-
level administrative unit) with slums were
identified, from which 80 werethen randomly
selected. AnRW isthe smallest administrative
area for which census data are available and
has an average population of 3,000-5,000.
Then, from each RW, 30 households were
selected by systematic sampling. For thelatter,
each RW was asked to prepare a list of all
households with underfive children situated
inaslum area (often, only part of the RW isa
slum area), from which householdswere then
selected based on an interval that was
determined by the size of the RW. The total
number of househol ds selected from Semarang
per round of data collection was 2,400 (80
RWs x 30 households).

Period of data collection
Datareported herewere collected in Semarang
in Feb 1999, Apr 1999, and Sept-Oct 1999.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and

livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, Lampung, and
Lombok, and slums of the following urban
areas: Jakarta, Surabaya, Makassar, and the
four largest citiesin West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin Semarang, are described.
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Fig 3. Fathers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites, the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Semarang — The
proportion of households with adequately iodized
salt was very high and stable throughout 1999.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Semarang — The proportion of
mothers without education was among the lowest
observed.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed. For analysis, data from all rounds were
pooled together.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Semarang — The proportion of fathers
without education was the lowest observed.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
whether she and her husband were currently
practicing family planning.
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Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb *00.
Semarang — The proportion of couplesin Semarang
that practiced family planning was among the highest
observed.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Semarang — The proportion of infants younger than
4 months of age that was exclusively breastfed was
among the lowest observed.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and meansthat special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%).
Semarang — Coverage was low, but nearly doubled
between Feb and Aug 99.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months, by distribution month
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Fig7. VAC coverage among children aged 12-59 Vitamin A capsule receipt among children aged
months, by distribution month 12-59 months (see Fig 7)
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_ 0 and August) were introduced in 1991, coverage has

i} 60 increased to 60-80%.

2 Data collection method. Same as for children aged
S 6-11 months (see above).

g % Findings. General — In most NSS sites, coverage of

30 vitamin A capsuledistribution declined between Aug

20 "98/Feb 99 and Aug '99, except in West Java,

o Surabayaand Lombok, whereit increased. Coverage

ranged from 36 to 81%. Semarang — In Feb ' 99,

0 coverage was the highest observed, but it was much
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Fig 8. Mothers who received VAC after delivery

(birth in previous 12 months) Vitamin A capsulereceipt among women within

one month after delivery (see Fig 8)
100

What is indicated. Vitamin A deficiency is also
90 highly prevalent among breastfeeding mothers,
80 which has consequences both for herself aswell as
20 for her child. Since 1991, all women should receive
9 avitamin A capsule (200,000 1U) within one month
z ® after delivery. However, the constraint is that they
£ 50 40 have to be reached within one month after delivery.
g 40 36 - Datacollection method. Women were asked whether
& 30 they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
20 with a child younger than 12 months at the time of

10 data collection.
0 ‘ Findings. General —In each NSS site, the pattern of
Feg '99 APR '99 SEPT-OCT '99 coverage was different. Coverage was highest in

rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%.
Semarang — Coverage was among the highest

Fig 9. Anemia among children aged 12-23 months
(Hb <10 g/L)

90 observed, but seems to be declining.
80
Child anemia, 12-23 months old (see Fig 9)
0 59 59 What isindicated. Anemiaprevalence anong young
5 60 children isavery sensitive indicator for changesin
%’ 50 47 thequality of the diet, because diet isthe only factor
E that really affects their hemoglobin concentration.
§ 40 Before Indonesia scrisis, 40% of underfive children
& 30 suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
20 including reduced psychomotor and mental
10 development, reduced immunity, and lethargy.
o | Data collection method. Blood was obtained by

finger prick and its hemoglobin concentration was
FEB '99 APR '99 SEPT-OCT '99 assessed usi ng a HemoCue®.
Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
@ in early 1999 and decreased later in the year.
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However, the still very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Semarang — Although prevalencewas
among the lowest observed, it was still very high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Semarang —
Prevalence wasrelatively low, but contrary to what
wasobservedin other NSSsites, it increased between
mid and late 1999.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting is defined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%.
Semarang — In late 1998 and early 1999 prevalence
wasrelatively high, but it decreased towardsthe end
of 1999.

Child wasting, 12-23 months old (see Fig 12)
What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
(HAZ <-2SD)
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Fig 14. Underweight children aged 12-23 months
(WAZ <-2SD)
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Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseismost likely
due to an increase in access to food, but overal the
prevalence is till very high (8-32%). Semarang —
The prevalence of wasting among children was
relatively low, but it increased in the second half of
1999.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data coll ection method. Here, stunting is defined as
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Fig 15. Maternal diarrhea in week prior to interview
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aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Semarang — The
prevalence of stunting wasrelatively high, especially
when compared to that in the slums of Jakarta and
Surabaya, but might be declining.

Child underweight, 12-23 monthsold (see Fig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. Semarang — The
prevalence of underweight wasrelatively low when
compared to other NSS sites, but in absolute terms
it was high.
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Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
slightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Semarang — The prevalence of diarrheawas among
the lowest observed.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Semarang — The
prevalence of child diarrheawas low.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children
(aged 12-59 months) should be maintained in most

Fig 16. Diarrhea among children aged 12-23 months
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areas and increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. The use of iodized salt is still increasing. The
prevalence of anemia, which is still very high
particularly among young children, calls for efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Semarang

In Semarang, the impact of the crisis has been
limited, especially when compared to other urban
slum areas. There was a sight increase of wasting
among children and anemiaamong mothers between
mid and late 1999 and data collected in 2000 should
show whether that was just temporary or whether it
has continued. The main areas that need attention
are the maintenance of good coverage of high-dose
vitamin A capsulesamong all target groups, reducing
the prevalence of anemia among underfives, and
encouraging and enabling mothers to exclusively
breastfed infants up to the age of 4-6 months.
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Nutrition Surveillance in Lombok
Key results for the period: Feb 1999 — Feb 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on thepopulation. Thisbulletin reportsthemain findingsfor L ombok as collected

in the period Feb 1999 — Feb 2000.

Selection of households

For each round of data collection, a new
sample of households was selected. For this
purpose, the whole of Lombok was divided
into three ecological zones. Per zone, 30
villages were selected by PPS sampling
(probability proportional to size, thus the
larger villages have agreater chance of being
selected). Per village, 40 households with at
least one underfive child were randomly
selected by systematic sampling. For thelatter,
each village was asked to prepare alist of all
householdswith underfive children. Fromthis
list, households were selected based on an
interval that was determined by the size of the
village. For example, in a village with 200
householdswith underfive children, every fifth
household would be selected. The total
number of households selected from Lombok
per round of data collectionwas 3600 (3 zones
x 30 villages x 40 households).

Period of data collection

Datareported here were collected in Lombok
in Feb-Mar 1999, Apr-May 1999, and Dec
1999-Feb 2000.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and

livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, and Lampung, and
slums of the following urban areas. Jakarta,
Semarang, Surabaya, Makassar, and the four
largest cities in West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin Lombok, are described.
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Fig 3. Fathers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Lombok — The
proportion of households with adequately iodized
salt was very low, but by the end of 1999 it was
nearly 4 times higher than in the beginning of the
year.

M other s without formal education (see Fig 2)
Wheat is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Lombok — The proportion of
motherswithout education wasthe highest of all the
NSS sites.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed, from which the proportion without
formal education was cal culated.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Lombok — The proportion of fathers
without education was the highest of al the NSS
Sites.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and its successinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.
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Data collection method. Respondents were asked
whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb ' 00.
Lombok — The proportion of couplesin Lombok that
practiced family planning was high.

Exclusive breastfeeding of infants younger than
4 months (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Lombok — The proportion of infants younger than 4
monthsthat wasexclusively breastfed wasrelatively
high, but it decreased throughout the year.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coveragewasstill relatively low (13-49%). Lombok
— Coveragein Aug 99 was among the highest, but it
still has to be increased.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months, by distribution month
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Fig7. VAC coverage among children aged 12-59
months, by distribution month
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months
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6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Lombok — Coverage was
much higher in Aug’ 99 thanin Feb * 99, dueto better
stock management, but it was still relatively low.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. Women were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%. Lombok
— Coverage increased steadily through 1998-1999
and was average when compared to other NSS sites.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfive children
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by

FEB-MAR '99 ApPrR-MAY '99  DEec '99-FeB '00

finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
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and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
However, the still very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Lombok — The prevalenceisvery high
and remained moreor lessthe samethroughout 1999.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Lombok —
Prevalence decreased in the second half of 1999 and
was only slightly higher than before the onset of the
crisis.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting is defined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%.
Lombok — Prevalence of maternal wasting increased,
rather than decreased, towards the end of 1999 and
was then the highest among all NSS sites.

Child wasting, 12-23 months old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
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Fig 14. Underweight children aged 12-23 months
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Fig 15. Maternal diarrhea in week prior to interview
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as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseismost likely
due to an increase in access to food, but overal the
prevalenceisstill very high (8-32%). Lombok — The
prevalence of wasting among children showed the
same trend as that among mothers, an increase in
the second half of 1999.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data coll ection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Lombok — The
prevalence of stunting was very high, the highest
among all NSS sites, and it increased throughout
1999.

Child underweight, 12-23 monthsold (see Fig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was

FEB-MAR '99 APR-MAY '99  DEec '99-FeB '00

defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. Lombok — The
prevalence of underweight was very high and also
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increased throughout the year.

Mater nal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Lombok — The prevalence of diarrhea was high,
particularly when compared to the other rural NSS
Sites.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Lombok — The
prevalence of diarrheawas among the highestin the
NSS sites.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview
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relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverageamong older children
(aged 12-59 months) should be maintained in most
areas and increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. The use of iodized salt is still increasing. The
prevalence of anemia, which is still very high
particularly among young children, calls for efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing else
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Lombok

In Lombok, signs of arecovery from the crisis are
not yet very clear, as prevalence of both wasting and
diarrhea, among mothers as well as children,
increased towards the end of the year and anemia
prevalence decreased only among mothers. Lombok
isclearly one of the‘worst off’ among the NSS sites.
Both quantity and quality of the diet need to be
improved. For thelatter vitamin/minera supplements
might be the best shorter term option. In addition,
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Nutrition Surveillance in Makassar
Key results for the period: Feb — May 1999

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reports the main findings for slums areas of
Makassar as collected in the period Feb —May 1999.

Selection of households

For each round of datacollection anew sample
of households is selected. In Semarang and
Makassar, the following steps are taken for
the selection of households from slum areas.
RwWs  (or hamlet/subvillage-level
administrative unit) with sumsareidentified,
fromwhich 80 arethen randomly selected. An
RW is the smallest administrative area for
which census data are available and has a
population of 3,000-5,000. Then, each RW is
asked to prepare alist of all households with
underfives that are situated in a slum area
(often, only part of the RW is a slum area),
from which 30 households are then selected
by systematic sampling. The total number of
househol ds sel ected from Makassar per round
of data collection is 2,400 (80 RWs x 30
househol ds).

Period of data collection
Datareported herewere collected in Makassar
in Feb-Mar 1999 and Apr-May 1999.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and
livestock ownership, food production and
consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional

knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, Lampung, and
Lombok, and slums of the following urban
areas: Jakarta, Semarang, Surabaya, and the
four largest citiesin West Sumatra. Note that
in Makassar, data were only collected in the
first half of 1999, whilefor all other areasdata
were also collected toward the end of 1999to
early 2000. For each indicator, its meaning,
the way the information was collected, and
the findings, both in general as well as in
Makassar, are described.

@
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
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Fig 2. Mothers without formal education

TERTIARY  NONE

2% 8%

SENIOR HIGH

20%

PRIMARY

48%

Fig 3. Fathers without formal education
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Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Makassar — The
proportion of households with adequately iodized
salt wasrelatively low, but increased during thefirst
half of 1999.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed. For
analysis, datafrom all rounds were pooled together.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Makassar — The proportion of
mothers without education was relatively high.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed. For analysis, data from all rounds were
pooled together.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Makassar — The proportion of fathers
without education was relatively high.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
whether she and her husband were currently
practicing family planning.
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Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb *00.
Makassar — The proportion of couplesin Makassar
that practiced family planning was the lowest
observed.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Makassar — The proportion of infants younger than
4 months that was exclusively breastfed was the
highest observed, but may be declining.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and meansthat special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%).
Makassar — Coverage was average, when compared
to other NSS sites, but needs to be increased.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months in Feb 1999
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Fig7. VAC coverage among children aged 12-59
months in Feb 1999

100

Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Makassar — Coverage was
among the lowest observed and needs to be
increased.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. Women were asked whether
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Fig 9. Anemia among children aged 12-23 months
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they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%.
Makassar — Coverage was low.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
Beforelndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
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However, the dtill very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Makassar — Prevalencewasvery high.
Data about the situation by mid-2000, which was
the subsequent round of data collectionin Makassar,
will soon become available.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Makassar —
Prevalence was relatively low and almost
comparable to pre-crisis levels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting is defined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%.
Makassar — Prevalence was among the highest
observed.

Child wasting, 12-23 months old (see Fig 12)
What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Fig 10. Anemia among non-pregnant women
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)

PROPORTION (%)

25

21

20 4 19

15

10

FEB-MAR '99 ApPr-MAy '99

Fig 12. Wasting among children aged 12-23 months
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Fig 13. Stunting among children aged 12-23 months
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Fig 14. Underweight children aged 12-23 months
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Fig 15. Maternal diarrhea in week prior to interview

4
3.5
3
g 2.5 23
z = 21
=}
e 2
o
[-%
g 15
o
1
0.5
0
FEB-MAR '99 APrR-MAY '99

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseismost likely
due to an increase in access to food, but overal the
prevalence is still very high (8-32%). Makassar —
Prevalence of wasting among children was high.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among NSS sites indicates a difference of dietary
quality for arelatively long period of time (at least a
few years).

Data collection method. Here, stunting isdefined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Makassar — The
prevalence of stunting was very high and even
seemed to increase between Feb-Mar and Apr-May
1999.

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. Makassar — The
preva ence of underweight wasthe highest observed,
due to the high prevalence of both wasting and
stunting.
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Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
slightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Makassar — The prevalence of diarrhea was
relatively high.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Makassar — The
prevalence of child diarrheawasvery high, 1inevery
5 suffered from diarrhea during the week preceding
the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has

Fig 16. Diarrhea among children aged 12-23 months
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increased, while good coverageamong older children
(aged 12-59 months) should be maintained in most
areasand increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. Theuse of iodized st isstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturaly rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Makassar

Mostindicators, particularly wasting among mothers
and children and anemia among children, show a
severe situation in Makassar in early 1999. Also,
availability of iodized salt and coverage of vitamin
A capsules among all groups were relatively low.
Exclusive breastfeeding should be maintained at high
levels observed early 1999. Data collected in Apr-
June and July-Sept 2000 should show whether the
situation has improved.
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Nutrition Surveillance in West Sumatra
Key results for the period: Sept — Nov 1999

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reports the main findings for West Sumatra as
collected during thefirst round of data collection, Sept — Nov 1999.

Selection of households

For each round of data collection, a new
sample of households was selected. For this
purpose, the whole of West Sumatra was
divided into five ecological zones. Per zone,
30 villages were selected by PPS sampling
(probability proportional to size, thus the
larger villages have agreater chance of being
selected). Per village, 40 households with at
least one underfive child were randomly
selected by systematic sampling. For thelatter,
each village was asked to prepare alist of all
househol dswith underfive children. Fromthis
list, households were selected based on an
interval that was determined by the size of the
village. For example, in a village with 200
householdswith underfive children, every fifth
household would be selected. The total
number of households selected from West
Sumatraper round of datacollection was 6000
(5 zones x 30 villages x 40 househol ds).

Period of data collection
Data reported here were collected in West
Sumatrain Sept-Nov 1999.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and
livestock ownership, food production and

consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, South
Sulawesi, Lampung, and Lombok, and slums
of the following urban areas: Jakarta,
Semarang, Surabaya, Makassar, and the four
largest cities in West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin West Sumatra, are described.

*

Helen Keller
WOORLDWIDE

Helen Keller International is a division of Helen Keller Worldwide
The Indonesia Crisis Bulletin is published by Helen Keller International/Indonesia
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)

Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
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Fig 2. Mothers without formal education
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Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites, the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). West Sumatra —
More than 95% of households had adequately
iodized salt, which was the highest observed among
al the NSS sites surveyed.

M other s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed.
Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. West Sumatra — The proportion of
motherswithout education wasthe lowest observed.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
compl eted from which the proportion without formal
education was cal cul ated.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. West Sumatra — The proportion of
fathers without education was low.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and its successinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
whether she and her husband were currently
practicing family planning.
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Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb *00.
West Sumatra—Only 1in 2 couples practiced family
planning, which was among the second lowest
observed.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). West Sumatra — The
proportion of infants younger than 4 months that
was exclusively breastfed was high compared to the
other NSS sites, but the practice should be
encouraged even more.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal cul ated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%). West
Sumatra— Coveragewasrelatively high, but should
be increased further.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed

100

90
80

65
70

60
50

40
30

PROPORTION (%)

20
10

0

SePT-Nov '99

Fig 6. VAC coverage among children aged 6-11
months, by distribution month

100

90
80

70

60

50
40

PROPORTION (%)

28
30

20
10

0

AucG '99



HKI Indonesia Crisis Bulletin Yr. 2, Iss. 14, Jun-Sept 2000

Fig7. VAC coverage among children aged 12-59
months, by distribution month
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. West Sumatra — Coverage
was very low, compared to other NSS sites.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%. West
Sumatra—Vitamin A capsulereceipt among women
within one month after delivery Coverage wasvery
low (less than 15%).

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfive children
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
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in early 1999 and decreased later in the year.
However, the dtill very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. West Sumatra — Anemia prevalence
among young children was very high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalencesfound: 20-47%. West Sumatra
— Prevaence was dlightly higher than the national
pre-crisislevels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting is defined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%. West
Sumatra — Prevalence of maternal wasting was the
lowest observed.

Child wasting, 12-23 months old (see Fig 12)
What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
(WHZ <-2SD)
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Fig 13. Stunting among children aged 12-23 months
(HAZ <-2SD)
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Fig 14. Underweight children aged 12-23 months
(WAZ <-2SD)
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Fig 15. Maternal diarrhea in week prior to interview
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Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalenceistill very high (8-32%). West Sumatra
—The prevalence of wasting was moderate compared
to the other NSS sites.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among areasindicatesadifference of dietary quality
for a relatively long period of time (at least a few
years).

Data collection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. West Sumatra — The
prevalence of stunting was high.

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%.

West Sumatra— The preva ence of underweight was
moderate, dueto low levels of wasting but moderate
levels of stunting.
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Maternal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
West Sumatra — The prevalence of diarrhea among
mothers was average.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. West Sumatra—One
inevery eight children suffered from diarrheaduring
the week preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview
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(aged 12-59 months) should be maintained in most
areas and increased in particular areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. Theuse of iodized st isstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

West Sumatra

Themost evident problemsin West Sumatrainclude
the high prevalence of anemia among underfive
children and mothers, and the poor coverage of
vitamin A capsulesamong all target groups. Because
the only data as yet available were from Sept-Nov
'99, which wasthe first round of data collection, no
conclusions can be drawn about changes during the
last year. Datacollected in the periods Apr-June and
July-Sept 2000 will show whether the situation has
improved during the last year.
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CRISIS BULLETIN

— INDONESIA

IN TRANSITION -

Nutrition Surveillance in urban

West Sumatra
Key results for the period: Sept — Oct 1999

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on thepopulation. Thisbulletin reportsthemain findingsfor urban West Sumatra
as collected during thefirst round of data collection, Sept — Oct 1999.

Selection of households

The following steps were taken for the
selection of households from slum areas of
four citiesin West Sumatra. First, kelurahan
(or village-level administrative units) with
slums were identified. From the total of 43
RW (or hamlet/subvillage-level administrative
units) identified, 40 were then randomly
selected (23 from Padang, 9 from Bukittingi,
6 from Padang Panjang and 2 from Sawah
Lunto). Then, 30 households were selected
from each RW by systematic sampling. For
thelatter, each RW was asked to prepare alist
of all householdswith underfive children that
were situated in a slum area (often, only part
of the RW is a slum area), from which
households were then selected based on an
interval that was determined by the size of the
RW. Thetotal number of households selected
was 1,200 (40 RWs x 30 households).

Period of data collection
Data reported here were collected in urban
West Sumatrain Sept-Oct 1999.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and
livestock ownership, food production and
consumption, vitamin A capsulereceipt, child

and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, Lampung and
Lombok, and slums of the following urban
areas. Jakarta, Semarang, Surabaya, and
Makassar. For each indicator, itsmeaning, the
way the information was collected, and the
findings, both in general aswell asin urban
West Sumatra, are described.

@

Helen Keller
WOORLDWIDE

Helen Keller International is a division of Helen Keller Worldwide
The Indonesia Crisis Bulletin is published by Helen Keller International/Indonesia
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)

Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
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Fig 2. Mothers without formal education
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Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites, the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Urban West
Sumatra — The proportion of households with
adequately iodized salt was very high.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed, from
which the proportion of mothers without formal
education was cal cul ated.

Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Urban West Sumatra — The
proportion of mothers without education was the
lowest observed.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed, from which the proportion without
formal education was cal cul ated.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was below 8%. Urban West Sumatra — The
proportion of fathers without education was the
lowest found.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and its successinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.
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Data collection method. Respondents were asked
whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb ' 00.
Urban West Sumatra — The proportion of couples
that practiced family planning was moderate.

Exclusive breastfeeding of infants younger than
4 mo (seeFig5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In all the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Urban West Sumatra — Less than 1 in 2 infants
younger than 4 months of age was exclusively
breastfed.

Vitamin A capsule receipt among children 6-11
mo old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause
nightblindnessand xerophthalmia. In 1999, thetarget
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 mo, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%). Urban
West Sumatra — Coverage was relatively low.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 mo old exclusively
breastfed
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Fig 6. VAC coverage among children aged 6-11mo in
Aug 1999
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Fig 7. VAC coverage among children aged 12-59 mo

in Aug 1999

Vitamin A capsule receipt among children aged
12-59 mo (see Fig 7)
What isindicated. Since the early 1970s, high-dose
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 mo
(Hb <mo g/L)
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vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 mo (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Urban West Sumatra —
Coverage was among the lowest observed.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%. Urban
West Sumatra— Coverage was the lowest observed.

Child anemia, 12-23 mo old (see Fig 9)

What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
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However, the still very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Urban West Sumatra — Anemia
prevalence among young children was high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Urban West
Sumatra — Prevalence was dlightly higher than the
national pre-crisislevels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting isdefined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalencesfound:10-21%. Urban
West Sumatra— Prevalence of maternal wasting was
the lowest observed.

Child wasting, 12-23 mo old (see Fig 12)

What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 mo
(WHZ <-2SD)
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Fig 13. Stunting among children aged 12-23 mo
(HAZ <-2SD)
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Fig 14. Underweight children aged 12-23 mo
(WAZ <-2SD)

70

60

50 45

40

Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalence is till very high (8-32%). Urban West
Sumatra— The prevalence of wasting was moderate.

Child stunting, 12-23 mo old (see Fig 13)

What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among areasindicatesadifference of dietary quality
for arelatively long period of time (at least a few
years).

Data coll ection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
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Fig 15. Maternal diarrhea in week prior to interview
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lowest in the urban slums on Java. Range of
prevalencesfound: 30-59%. Urban West Sumatra—
The prevalence of stunting was relatively low.

Child underweight, 12-23 mo old (see Fig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalencesfound: 32-60%. Urban West Sumatra—
The prevalence of underweight was moderate.

Mater nal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and




HKI Indonesia Crisis Bulletin Yr. 2, Iss. 15, Jun-Sept 2000

easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Urban West Sumatra — The prevalence of diarrhea
among mothers was relatively high.

Child diarrhea, 12-23 mo old (see Fig 16)

What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 mo was approximately
six times higher than among mothers (2-27%), and
between Jan 1999 and Feb 2000, it decreased in
urban NSS sitesand remained the same or increased
in rural NSS sites. Urban West Sumatra — One in
five children suffered from diarrheaduring the week
preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children
(aged 12-59 months) should be maintained in most
areasand increased in particul ar areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all
areas. Theuse of iodized saltisstill increasing. The

Fig16. Diarrhea among children aged 12-23 mo in
week prior to interview

35

30

25

20

15

PROPORTION (%)

SEPT-OCT'99

prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturally rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Urban West Sumatra

The most evident problems in urban West Sumatra
include the high prevalence of anemia among
underfive children and mothers, the very small
proportion of infantsyounger than 4 monthsold that
isexclusively breastfed, and the very low coverage
of vitamin A capsule distribution among all target
groups. Because the only data available were from
Sept-Oct 1999, no conclusions can be drawn about
recent changes.
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Nutrition Surveillance in rural Lampung
Key results for the period: Apr —Jun 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reportsthe main findings for rural Lampung as
collected during thefirst round of data collection, April —June 2000.

Selection of households

For each round of data collection, a new
sample of households was selected. For this
purpose, the whole of Lampung was divided
into three ecological zones. Per zone, 30
villages were selected by PPS sampling
(probability proportional to size, thus the
larger villages have agreater chance of being
selected). Per village, 40 households with at
least one underfive child were randomly
selected by systematic sampling. For thelatter,
each village was asked to prepare alist of all
householdswith underfive children. Fromthis
list, households were selected based on an
interval that was determined by the size of the
village. For example, in a village with 200
householdswith underfive children, every fifth
household would be selected. The total
number of households selected from Lampung
per round of data collection was 3,600
(3 zones x 30 villages x 40 househol ds).

Period of data collection
Datareported herewere collected in Lampung
in Apr-Jun 2000.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and
livestock ownership, food production and

consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented

In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. Data are given per period of
data collection. The other areas where data
were collected by the NSS between early 1999
and early 2000 werethefollowing rural areas:
West Java, Central Java, East Java, West
Sumatra, South Sulawesi, and Lombok, and
slums of the following urban areas. Jakarta,
Semarang, Surabaya, Makassar, and the four
largest cities in West Sumatra. For each
indicator, itsmeaning, theway theinformation
was collected, and thefindings, both in general
aswell asin Lampung, are described.
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Fig 3. Fathers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General — In most NSS sites the
availability of adequately iodized salt increased
between Jan 1999 and Feb 2000 (lowest proportion
found: 4%, highest found: 95%). Lampung — The
proportion of households with adequately iodized
salt was relatively high.

Mother s without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed, from
which the proportion of mothers without formal
education was cal cul ated.

Findings. General —Inall NSSsites, except Lombok,
the proportion of mothers without formal education
was below 10%. Lampung — The proportion of
mothers without education was average.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed, from which the proportion without
formal education was cal cul ated.

Findings. General —Inall NSSsites, except Lombok,
the proportion of fathers without formal education
was bel ow 8%. Lampung — The proportion of fathers
without education was among the lowest found.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
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whether she and her husband were currently
practicing family planning.

Findings. General — In al NSS sites, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb '00.
Lampung — A relatively large proportion of couples
practiced family planning.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
Lampung — Less than 1 in 2 infants younger than 4
months of age was exclusively breastfed.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb '99 and Aug '99, in all NSS sites. Thisis the
opposite of what was observed among ol der children,
and meansthat special efforts are being undertaken
to reach this younger target group. However,
coveragewasstill relatively low (13-49%). Lampung
— Coverage was relatively high, but should be
increased further.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months in Feb 2000
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Fig7. VAC coverage among children aged 12-59
months in Feb 2000
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)

100

90
80

70
60

50

40

PROPORTION (%)

30

20 0

o N
0

APR-JUN '00

Fig 9. Anemia among children aged 12-23 months
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vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General —In most NSS sites, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. Lampung — Coverage was
very low, compared to other NSS sites.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%.
Lampung — Coverage was among the lowest
observed.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
Beforelndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSS sites. In most NSS sites, it increased
in early 1999 and decreased later in the year.
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However, the dtill very high prevalence (47-80%)
calls for immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. Lampung —Anemiapreval ence among
young children was very high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. Lampung —
Prevaencewas dlightly higher than the national pre-
crisis levels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting isdefined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS sites in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
the crisis has started. In the rural NSS sites, there
has been less of a decline, but the increase due to
the crisisisalso likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalences found: 10-21%.
Lampung — Prevalence of maternal wasting was
relatively low.

Child wasting, 12-23 months old (see Fig 12)
What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
(WHZ <-2SD)
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Fig 13. Stunting among children aged 12-23 months
(HAZ <-2SD)
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Fig 14. Underweight children aged 12-23 months
(WAZ <-2SD)
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Fig 15. Maternal diarrhea in week prior to interview
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Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS sites, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalence is still very high (8-32%). Lampung —
The prevalence of wasting was relatively high in
mid-2000.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among areasindicatesadifference of dietary quality
for a relatively long period of time (at least a few
years).

Data collection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. Lampung — The
prevalence of stunting wasrelatively low, especially
when compared to other rural NSS sites.

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General — In most NSS sites, the
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prevalence of underweight had increased slightly
between early and mid-1999 and decreased
thereafter. Only in Lombok did the prevalence
increase between early and late 1999. Range of
prevalences found: 32-60%. Lampung — The
prevalence of underweight was relatively low.

Maternal diarrhea (see Fig 15)
What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
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relatively frequently and its definition (3 or more
loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
slightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
Lampung — The prevalence of diarrhea among
mothers was average.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS sites and remained the same
or increased in rural NSS sites. Lampung — One in
10 children suffered from diarrhea during the week
preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children
(aged 12-59 months) should be maintained in most
areasand increased in particul ar areas such asurban
slums. VAC coverage among mothers within one

Fig 16. Diarrhea among children aged 12-23 months
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month after delivery needs to be increased in all
areas. Theuse of iodized st isstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturaly rich in
iron areunlikely to be ableto bridge the gap between
needs and current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

Lampung

Themost evident problemsin rural Lampung include
the high prevalence of anemia among underfive
children and mothers, the very small proportion of
infantsyounger than 4 monthsold that isexclusively
breastfed, and the poor coverage of vitamin A
capsuledistribution among all target groups. Because
the only dataasyet availablewerefrom April —June
2000, which was the first round of data collection,
no conclusions can be drawn about recent changes.
Data collected later in 2000 will show whether the
situation isimproving.
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Nutrition Surveillance in South Sulawesi
Key results for the period: Apr —Jun 2000

In 1995, theHK1/GOI Nutrition Surveillance System (NSS) wasstarted in Central
Java. After the economic crisis hit Indonesia, it was expanded to other rural as
well as urban areas of the country in order to monitor the impact of the crisison
the health and nutrition of the population. The results have been very valuable
for identifyingimportant nutritional and health problems, population groupsand
areaswor ¢t affected, and immediate, under lying and basic causes. Thishasenabled
the Government of Indonesia and itsinternational, national and local partnersto
prioritizeand design actionsfor limiting the potentially severeimpact of thecrisis
on the population. This bulletin reports the main findings for South Sulawes as
collected during thefirst round of data collection, Apr —Jun 2000.

Selection of households

For each round of data collection, a new
sample of households was selected. For this
purpose, the whole of South Sulawesi was
divided into three ecological zones. Per zone,
30 villages were selected by PPS sampling
(probability proportional to size, thus the
larger villages have agreater chance of being
selected). Per village, 40 households with at
least one underfive child were randomly
selected by systematic sampling. For thelatter,
each village was asked to prepare alist of all
househol dswith underfive children. Fromthis
list, households were selected based on an
interval that was determined by the size of the
village. For example, in a village with 200
householdswith underfive children, every fifth
household would be selected. The total
number of households selected from South
Sulawesi per round of data collection was
3,600 (5 zonesx 30 villages x 40 households).

Period of data collection
Data reported here were collected in South
Sulawesi in Apr-Jun 2000.

Data collected

Data collected included information on
household composition, parental education
and occupation, sanitary conditions, land and
livestock ownership, food production and

consumption, vitamin A capsulereceipt, child
and maternal morbidity, and nutritional
knowledge. Weight, height and mid-upper-
arm circumference of mothers and their
underfive children were measured, and blood
was collected by finger prick from arandom
subsample for assessment of hemoglobin
concentration.

Findings presented
In this crisis bulletin, a selection of data is
presented, including parental education, use
of family planning, use of adequately iodized
salt, receipt of vitamin A capsules, maternal
and children’s health and exclusive
breastfeeding. For West Sumatra, data are
given per period of datacollection, whiledata
of the best and worst areain 1999-early 2000
for the respective indicator are also shown.
The other areas where datawere collected by
the NSS between early 1999 and early 2000
were the following rural areas: West Java,
Central Java, East Java, West Sumatra,
Lampung and Lombok, and slums of the
following urban areas: Jakarta, Semarang,
Surabaya, Makassar, and thefour largest cities
in West Sumatra. For each indicator, its
meaning, the way the information was
collected, and the findings, both
in general as well as in South
Sulawesi, are described.
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Fig1. Households with adequately iodized salt
(>30 ppm, using test kit)
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Fig 2. Mothers without formal education
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Fig 3. Fathers without formal education
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Salt iodization (see Fig 1)

What is indicated. lodine deficiency has serious
consequences, even when the clinical sign of
deficiency, goiter, has not appeared yet. It reduces
intellectual development and can even cause
cretinism. The prefered way to prevent iodine
deficiency is by consumption of iodized salt, which
should now be available throughout Indonesia.
Data collection method. The cooking salt available
in the household was tested for its iodine content
(more or less than 30 ppm) using arapid test-kit.
Findings. General —In most NSS sitethe availahility
of adequately iodized salt increased between Jan
1999 and Feb 2000 (lowest proportion found: 4%,
highest found: 95%). South Sulawes — Less than
45% of households had adequately iodized salt,
which was relatively low.

M others without formal education (see Fig 2)
What is indicated. Education provides information,
teaches skills and encourages individuals to make
their own decisions. In Indonesia, a low level of
maternal education is often associated with poor
household socioeconomic status.

Data collection method. All motherswere asked how
many years of education they had completed, from
which the proportion of mothers without formal
education was cal cul ated.

Findings. General —Inal NSSsite, except Lombok,
the proportion of mothers without formal education
was below 10%. South Sulawesi — The proportion
of mothers without education was slightly higher
than observed elsewhere.

Fatherswithout formal education (see Fig 3)
What isindicated. See the explanation on maternal
education above. The proportion without formal
education mainly reflects the availability of
education 10-20 yearsbefore the datawere collected.
Data collection method. All motherswere asked how
many years of education their husbands had
completed, from which the proportion without
formal education was cal cul ated.

Findings. General —Inal NSSsite, except Lombok,
the proportion of fathers without formal education
was below 8%. South Sulawesi — The proportion of
fathers without education was relatively high.

Family planning (see Fig 4)

Wheat is indicated. Indonesia’s family planning
programisafew decadesold and itssuccessinterms
of coverage and reducing the number of pregnancies
is well-known. The proportion of couples that
practices family planning isan indicator both of the
success of the program as well as of its reach.

Data callection method. Respondents were asked
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whether she and her husband were currently
practicing family planning.

Findings. General — In all NSS site, except West
Sumatra and Makassar, more than 65% of couples
practiced family planning and this proportion
remained the same between Jan 99 and Feb ’00.
South Sulawesi — Only 1 in 2 couples practiced
family planning, which was among the second lowest
observed.

Exclusive breastfeeding of infants younger than
4 monthsold (see Fig 5)

What is indicated. It is recommended that babies
should be exclusively breastfed until the age of 4-6
months. However, many already receive other food
before they are 4 months old, perhaps because the
mother assumes that her breastmilk is not sufficient
or that she cannot feed her baby at all times because
of work.

Data collection method. The mother was asked
whether the underfive child was still breastfed and
if so whether he/she already received other foods or
liquids. Dataare presented for children younger than
4 months.

Findings. General — In al the NSS sites, exclusive
breastfeeding of children younger than 4 months of
age was very low and it even decreased slightly
between Jan ’ 99-Feb ' 00 (lowest proportion found:
27%, highest found: 78%). Because of the nutritional
and health risks, reasons for the early cessation of
exclusive breastfeeding need to be explored urgently.
South Sulawesi — The proportion of infants younger
than 4 months that was exclusively breastfed was
the highest observed and needs continued support.

Vitamin A capsule receipt among children 6-11
months old (see Fig 6)

What is indicated. Vitamin A deficiency increases
morbidity and mortality and can cause night
blindness and xerophthalmia. In 1999, the target
group for vitamin A capsule distribution was
expanded to include infants aged 6-11 months, who
should receive 100,000 IU of vitamin A.

Data collection method. Mothers were asked
whether the child received a vitamin A capsule in
thelast vitamin A distribution month (Feb/Aug) and
the child’ s age at that time was cal culated based on
birth date.

Findings. General — The coverage of vitamin A
capsuledistribution increased, particularly between
Feb "99 and Aug '99, in al NSS site. This is the
opposite of what was observed among ol der children,
and means that special efforts are being undertaken
to reach this younger target group. However,
coverage was still relatively low (13-49%). South
Sulawesi —Coveragewasrelatively high, but should
be increased further.

Fig 4. Couples who practice family planning
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Fig 5. Children younger than 4 months old
exclusively breastfed
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Fig 6. VAC coverage among children aged 6-11
months in Feb 2000
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Fig7. VAC coverage among children aged 12-59
months in Feb 2000
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Fig 8. Mothers who received VAC after delivery
(birth in previous 12 months)
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Fig 9. Anemia among children aged 12-23 months

(Hb <10 g/L)
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Vitamin A capsule receipt among children aged
12-59 months (see Fig 7)

What isindicated. Since the early 1970s, high-dose
vitamin A capsules (200,000 IU) have been
distributed every six monthsto children aged 12-59
mo. Sincethe capsul e distribution months (February
and August) wereintroduced in 1991, coverage has
increased to 60-80%.

Data collection method. Same as for children aged
6-11 months (see above).

Findings. General — In most NSS site, coverage of
vitamin A capsuledistribution declined between Aug
"98/Feb '99 and Aug 99, except in West Java,
Surabayaand Lombok, whereit increased. Coverage
ranged from 36 to 81%. South Sulawesi — Coverage
was very low, compared to other NSS site.

Vitamin A capsule receipt among women within
one month after delivery (see Fig 8)

What is indicated. Vitamin A deficiency is also
highly prevalent among breastfeeding mothers,
which has consequences both for herself aswell as
for her child. Since 1991, all women should receive
avitamin A capsule (200,000 1U) within one month
after delivery. However, the constraint is that they
have to be reached within one month after delivery.
Data collection method. WWomen were asked whether
they had received avitamin A capsule after the birth
of their last child. Data were analyzed for women
with a child younger than 12 months at the time of
data collection.

Findings. General —In each NSS site, the pattern of
coverage was different. Coverage was highest in
rural Central Java and Semarang, where special
efforts to increase coverage have been undertaken
since 1996. Coverage ranged from 5 to 40%. South
Sulawesi — Coverage was very low.

Child anemia, 12-23 months old (see Fig 9)
What isindicated. Anemiapreval ence among young
children isavery sensitive indicator for changesin
the quality of thediet, because diet isthe only factor
that really affects their hemoglobin concentration.
BeforeIndonesia scrisis, 40% of underfivechildren
suffered from anemia. Thus, over 50% of children
suffered the consequences of iron deficiency,
including reduced psychomotor and mental
development, reduced immunity, and lethargy.
Data collection method. Blood was obtained by
finger prick and its hemoglobin concentration was
assessed using a HemoCue®.

Findings. General — Anemia prevalence among
young children was alarmingly high, both in urban
and rural NSSsite. In most NSS site, it increased in
early 1999 and decreased later in the year. However,
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the still very high prevalence (47-80%) calls for
immediate action by means of fortified
complementary foods and/or iron (or micronutrient)
supplements. South Sulawesi — Anemia prevalence
among young children was very high.

Mater nal anemia (see Fig 10)

What is indicated. Anemia prevalence among
mothers is a less sensitive indicator for changes in
the quality of the diet, because many factors affect
their hemoglobin concentration, including diet,
receipt of iron tablets and family planning method
used. Before the onset of the crisis, anemia
prevalence among mothers was 20-30%. Anemia
increases lethargy, reduces productivity and is an
important cause of maternal mortality.

Data collection method. Same as for children.
Findings. General — Anemia prevalence was higher
after the onset of the crisis than before but, by the
end of 1999, it had aimost returned to pre-crisis
levels. Prevalence had been highest in the Slums of
Jakarta where the decline was also most dramatic.
Range of prevalences found: 20-47%. South
Sulawesi — Prevalence was slightly higher than the
national pre-crisislevels.

Maternal wasting (see Fig 11)

What is indicated. Among mothers, the prevalence
of alow bodyweight compared to height (wasting)
is a good indicator for shortage of food and is
sensitive to changes in food availability.
Datacollection method. Maternal wasting isdefined
as aBody Mass Index below 18.5 kg/m2, which is
calculated by dividing bodyweight (in kilograms)
by height (in meters), squared.

Findings. General —Prevalence of maternal wasting
was highest in urban slum NSS site in early 1999
and has since declined. Thisindicates that accessto
food hasincreased, which meansthat recovery from
thecrisishas started. Intherural NSSsite, there has
been less of a decline, but the increase due to the
crisis is also likely to have been less, because of
better mechanisms to cope with increased food
prices. Range of prevalencesfound: 10-21%. South
Sulawesi — Prevalence of maternal wasting was
among the lowest observed.

Child wasting, 12-23 months old (see Fig 12)
What isindicated. Among young children, wasting
(low weight for height) can result from both a
decrease in the quantity of food consumed as well
as from an increase in the incidence or severity of
illness. A prevalence of wasting above 20% is
usually found only in emergency or disaster
situations.

Fig 10. Anemia among non-pregnant women
(Hb <120g/L)
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Fig 11. Wasting among mothers (BMI <18.5 kg/m?)
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Fig 12. Wasting among children aged 12-23 months
(WHZ <-2SD)
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Fig 13. Stunting among children aged 12-23 months
(HAZ <-2SD)
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Fig 14. Underweight children aged 12-23 months
(WAZ <-2SD)
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Fig 15. Maternal diarrhea in week prior to interview
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Data collection method. Here, wasting is defined as
a Z-score for weight-for-height that is below 2
standard deviations of that of the reference
population (NCHS).

Findings. General — In early 1999, the prevalence
of childhood wasting was aarmingly high. Since
then, it has decreased in most NSS site, except in
Semarang and Lombok. The decreaseis most likely
due to an increase in access to food, but overal the
prevalenceisstill very high (8-32%). South Sulawes
— The prevalence of wasting was relatively high in
mid-2000.

Child stunting, 12-23 months old (see Fig 13)
What isindicated. Stunting (too short staturefor age)
results from consumption of a diet of inadequate
quality for aprolonged period of time. A prevalence
of 30-39% is classified as high and of more than
40% asvery high. A different prevalence of stunting
among areasindicatesadifference of dietary quality
for a relatively long period of time (at least a few
years).

Data collection method. Here, stunting is defined as
aZ-scorefor height-for-agethat is below 2 standard
deviations of that of the reference population
(NCHS).

Findings. General — The prevalence of stunting was
lowest in the urban slums on Java. Range of
prevalences found: 30-59%. South Sulawesi — The
prevalence of stunting was high.

Child underweight, 12-23 monthsold (seeFig 14)
What is indicated. Underweight (too low weight-
for-age) can be the result of both wasting (sudden
low weight) aswell as stunting (low weight because
of short stature). The growth charts shown on the
Indonesian health card for underfives monitor the
weight-for-age changes of the individual child over
time.

Data collection method. Here, underweight was
defined asaZ-scorefor weight-for-age that isbelow
2 standard deviations of that of the reference
population (NCHS).

Findings. General —Inmost NSSsite, the prevalence
of underweight had increased slightly between early
and mid-1999 and decreased thereafter. Only in
Lombok did the prevalence increase between early
and late 1999. Range of prevalencesfound: 32-60%.
South Sulawes — The preva ence of underweight was
moderate.

Mater nal diarrhea (see Fig 15)

What is indicated. Diarrheais a form of morbidity
that isrelatively easy to monitor, because it occurs
relatively frequently and its definition (3 or more
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loose stools in 24 hours) is commonly shared and
easily understood by respondents. Diarrhea
prevalence primarily reflects hygiene conditions.
Data collection method. Respondents were asked
whether they suffered from diarrhea during the
previous 7 days.

Findings. General — The prevalence of diarrhea
among mothers remained the same or decreased
dlightly between Jan 1999 and Feb 2000, except in
West Java and the slums of Jakarta where it
increased. Range of prevalences found: 0.1-3.5%.
South Sulawesi — The prevalence of diarrheaamong
mothers was average.

Child diarrhea, 12-23 months old (see Fig 16)
What is indicated. See maternal diarrhea above.
Diarrheais generally more prevalent among young
children, because they put more contaminated items
intheir mouths. And, itislikely to be higher in urban
slums than in rural areas because of the higher
concentration of people and poorer conditions for
waste disposal, including open sewage.

Data collection method. Respondents were asked
whether their child suffered from diarrhea during
the previous 7 days.

Findings. General — The prevalence of diarrhea
among children aged 12-23 months was
approximately six times higher than among mothers
(2-27%), and between Jan 1999 and Feb 2000, it
decreased in urban NSS site and remained the same
or increased in rural NSSsite. South Sulawesi —One
inevery seven children suffered from diarrheaduring
the week preceding the interview.

Conclusions

General

The impact of the economic crisis on nutrition and
health has been severe, as shown by the very high
prevalence of wasting and anemia among both
mothers and young children. From mid-1999, the
prevalence of these problems started to decreasein
most areas, indicating that recovery from the crisis
has started, but there is still along way to go and
special programs are therefore necessary. Programs
for limiting micronutrient deficiencies, such as
vitamin A capsule (VAC) distribution, have been
relatively well maintained. VA C coverage among the
new target group of children aged 6-11 months has
increased, while good coverage among ol der children
(aged 12-59 months) should be maintained in most
areasand increased in particul ar areas such asurban
slums. VAC coverage among mothers within one
month after delivery needs to be increased in all

Fig 16. Diarrhea among children aged 12-23 months
in week prior to interview
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areas. Theuse of iodized st isstill increasing. The
prevalence of anemia, which is still very high
particularly among young children, callsfor efforts
toincreaseironintake, particularly from supplements
and fortified foods, because foods naturaly rich in
iron areunlikely to be ableto bridge the gap between
needsand current intake levels. One of the best ways
to protect young children from morbidity and to
ensure that their nutritional requirementsare met in
the best possible way is by giving them nothing el se
but breast milk for the first 4-6 months of life.
However, the proportion of children younger than 4
months of age that was still exclusively breastfed
was very low in most areas. Because the
consequences of introducing complementary foods
too early can be devastating, urgent attention should
be givento finding out why many mothersintroduce
other foods to their children too early and how that
could best be prevented.

South Sulawesi

The most evident problemsin rural South Sulawesi
include the high prevalence of anemia among
underfive children and mothers, the poor coverage
of vitamin A capsule distribution among all target
groups, and therelatively low availability of iodized
sdt. Becausethe only dataasyet availablewerefrom
April-June 2000, which was the first round of data
collection, no conclusions can be drawn about recent
changes. Data collected later in 2000 will show
whether the situation isimproving.
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